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‘GUNSHOT WOUNDS OF THE ABDOMEN. 


| | Observations 
THE TREATMENT OF GUNSHOT WOUNDS 
OF THE ABDOMEN. 


_» WITH A SUMMARY OF 500 CASES SEEN IN AN 
ADVANCED CASUALTY CLEARING STATION, 
BY 


A. L. LOCKWOOD, M.C., M.D., C. M. KENNEDY, M.B., 


C.M.MCGILL, F.R.C.S., 
R. BUTE MACFIE, M.B., F.R.C.S.Eprn., 
Captains R.A.M.C.(T.C.), 

AND 


§. F. A. CHARLES, M.D., Lieutenant R.A.M.C.(T.C.)." 


Most articles published on wounds of the abdomen begin 
with a treatise on the effect produced by various pro- 
jectiles, at various distances, on various organs, and 
evolving theories therefor. Ignoring this interesting 
study, we are going to describe “ gunshot wounds of the 
abdomen” as seen in some 500 cases admitted to an 
advanced casualty clearing station while active fighting 
was in progress, referring particularly to their condition 
on arrival in hospital, indications for operative or pallia- 
tive treatment, anti operative and post-operative measures 
carried out, and the results and conclusions arrived at. 


‘GENERAL CONDITIONS UNDER WHICH PATIENTS WERE 
RECEIVED AND TREATED, 

Our unit was the most advanced casualty clearing 
station in the area during the time when these cases were 
adinitted. In quieter times our cases usually arrived 
within five hours after being wounded. but these 500 cases 
were admitted while active fighting was in progress—the 
time when most cases of sucha nature occur—and because 


_of the difficulties of evacuating wounded and the rush of 
other cases in an advanced casualty clearing station during - 


such pressure the treatment of wounded and the results 
should be studied entirely separate from wounds seen 
during ordinary trench warfare. During the time which 
this article embraces our cases never arrived earlier than 
nine to ten hours after being wounded, usually it was 
twelve to fifteen hours and often thirty-six to forty hours. 
Cases of “gunshot wounds of the abdomen” came in 
rushes with a large number of other cases—in one night, 
between 9 and 12 p.m., 36 cases of abdominal wounds were 
admitted, besides 60 other cases requiring operation; this 
was at the end of four days’ continual rush of wounded. 
Two tables were devoted to these 36 abdominal cases, and 
32 of them were operated on—the remaining four were 
moribund and died some hours after admission; all were 
intra-abdominal conditions. 
_ Obviously cases treated under such conditions must be 
studied quite apart from cases treated in areas where 
active fighting is not continually being carried on. 


- Working~ under this pressure, 710 cases diagnosed as 


“gunshot wounds of the abdomen” were admitted, of 
which 500 were considered here as _ intra-abdominal 
lesions; 356 were operated upon and 144 left; of the 144 
left, 6 were not operated on because, in spite of the fact 
that they were apparently through-and-through wounds, 
they did not present sufficient intra-abdominal disturbance 
to make operation necessary; the remaining 138 were 
moribund and all died within a short time after being 
admitted, except 12 cases which developed faecal fistula— 
8 of these were evacuated and 4 died. 


' RESUSCITATION ON ADMISSION. 

Every case admitted complaining of abdominal pain, 
with a wound anywhere near the abdomen, was at once 
seen by a surgeon; if examination suggested operation and 
the man’s condition would permit, he was prepared for 
immediate operation ; if not, he was sent to a ward, where 
resuscitatory measures were at once carried out—salines 
(subcutaneous or intravenous), warmth, elevation ; if rest- 
less, omnopon (Roche) (1 ampoule) or camphor in oil. 
(C. M. K. did not use camphor in oil.) As soon as the 

atient’s condition would allow he was taken to the 
eatre. 


We were impressed by the marvellous effect of resus. 
citatory measures in apparently hopeless cases, but we earl} 
recognized that one must not delay too long, for in man 
cases the golden opportunity is lost, and the patient 
sinks again in spite of the most heroic efforts. A very high 
percentage of cases required resuscitation, but we found 
that those requiring resuscitative measures before going to 


| operation must be very carefully differentiated from those 


requiring immediate operation. 


Dracnosis BerorE OPERATION. 

‘Each individual case must be carefully examined, but we 
soon learnt to recognize certain conditions : 
Pain,” 

Pain may vary from a dull ache—general or local—to a 
sharp stabbing type. It is not diagnostic of any particular 
organ, but in certain areas of the abdomen it suggests 
certain conclusions. 

Wounds involving the diaphragm (perhaps also the 
pericardium or lower chest) give a very acute pain in the 
epigastrium; wounds involving the stomach also give 
acute epigastric pain, especially if large or allowing escape 
of the acid contents. 

Wounds of the large bowel seem to give more pain than 
those of the small bowel, but neither are characteristic. ‘ 

Wounds of the liver do not cause characteristic pain, but 
are often associated with wounds of the diaphragm, when 
the patient has severe pain, more right-sided. = 

Wounds of the kidney often induce severe pain, elicited. 
especially on deep palpation over the kidney area. = — 

Pain, especially of a dull aching nature, is often present 
in the lower abdomen, due to retention of urine, and may 
be relieved by micturition or catheterization. - are 

Pain varies with the interval since being wounded, and 
with the individual, and is frequently masked by mor- 
phine, previously given to enable the patient the better to 
stand the journey to hospital. TA 


Site of the Wound. hed 
The site of the wound is not the most i t factor 
in answering the question whether there is abdominal 
involvement. A foreign body may enter almost any part 
of a man’s anatomy and in its course traverse or lodge in 
the abdomen. We were impressed by the great percentage 
of shell wounds of the buttocks back that enter the 
abdomen. A very high percentage of wouiids invoilvi 
the kidneys, colon (ascending or descending), liver, an 
spleen, enter behind a line drawn from the mid-axilla to 
the anterior superior spinous process of the ilium. Av 
high percentage of wounds of the caecum and pelvic colon 
wen Epotaged by foreign bodies which eutered through the 
uttock. 
Particular attention should be directed to the entran 
and exit wounds where both exist, the plane of abdominal 
involvement, and the possible structures traversed. 


Usually a man wounded in the abdomen with a pulse 
over 120 was not fit to stand prolonged anaesthesia; such 
a case required rest, elevation, warmth, salines, and 
camphor in oil; but haemorrhage must be suspected, and, 
if such is the case, immediate operation is the only course 
left. Whether to operate at once or not. depends on the 
pulse—it is the factor in determining when to operate. 


Rigidity of the Abdomen. 

This was of most important diagnostic value, and varied 
from a general rigidity of the entire abdominal wall to a 
small localized area; this latter is often seen in late cases 
with lateral wounds involving the colon only, where a 
faecal fistula or nicely walled-off faecal abscess had 
already formed. Most cases of abdominal involvement 
had some degree of rigidity, but we early recognized what 
we termed the “flaccid abdomen,” which was usually 
associated with extensive laceration of the small intestine, 
sometimes large intestine, and rarely in cases with much 
intra-abdominal haemorrhage seen generally not later than 
ten to twelve hours: after being wounded, and before 
general peritonitis had become established. The “ flaccid 
oe ” soon became recognized as a very bad prognostic 
condition. 


The degree of movement of the abdomen on respi tice 


was an important sign. A freely moving abdomen had 
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maarked intraperitoneal inju 
ment, Jike the rigidity, va 


‘value, bat it was necessary 
roundness and bulging was that of marked haemorrhage | 


Vomiting had usdall 
» peritoneal haemorrhage from any source. 


GUNEHOT WOUNDS 


OF THE ABDOMEN, | 


, but the limitations of move- , 
ed from the entire abdomen | 
being wholly or partially. immobilized to immobilization ' 
of one side or the lower abdomen only. 


pleura and ling occasionally evinced some abdominal 


rigidity—usually incomplete—and greatly complicated the 


On inspecting omen the contour was of diagnostic — 
ote to determine whether the 


or of late cases with a paralytic condition and gaseous 
distension of the intestine, or due to gencral peritonitis. 


This is important to note; one needs to see a few cases 
only to ize the anxious, drawn expression of a 
patient suffering from intraperitoneal injury, especially 
when profuse haemorrhage has occurred, 
Vomiting, 
occurred if the stomach or intes- © 
tine had been perfor or if there had been much intra- 
The Urine. biog 
: Bhe condition of the urine should be noted, whether . 
blood-stained or not. ‘ 
Typical Picture. 


’ "The typical picture of a case of “ gunshot wound of the 


abdomen” requiring operation was this: A history of a 
wound usually. somewhere about theabdomen and received 


some hours before; pain in the abdomen; rigidity of the | 


abdominal wall, general or local; limited abdominal move- 


ment on respiration; vomiting, and a pulse varying from — 


90 to: - 
OPERATION. 
At once, or as m as the ient’s condition. would 


allow, he was taken to the operating theatre; preferably . 
- he had had ownopon and scopolamine (1 ampoule) one | 
dour before, and had been waslied; the abdomen had been 


shaved, and he had been dressed in clean pyjamas. | 

The anaesthetic used.was combined hot ether and 
oxygen, administered through a modified Shipway appa- 
yatus. Saline was given subcutaneously throughout the 
operation. ‘The skin was prepared with picric acid, 1 per 
cent. in spirit 


.. Long-sleeved gowns (changed between operations), 


gloves, mask, and cap were worn by operator and 
assistant, bat one was usually obliged to operate alone. 


- Diagnosis of Site and Extent of Injury.at Operation. 
The wound was usually. excised first, and the exact 

track of the missile explored. If the excised incision 

could not be carried on to a 


the track carefully packed; used instruments, towels, 
oves, etc., discarded the skin again cleaned up, fresh 


els used, and in nearly every case a paramedial | 


incision made, high or low as required. — 
- “Occasionally the costal incision was used, but only when 
the spleen, hepatic flexure, or splenic flextre was involved ; 
it is seldom necessary even in such cases, but may be 
‘preferable in very thick-walled individuals, or in through- 
and-through wounds well out tothe flank, 
If the wound was in front and-could-be excised widely 
and continued into a lial incision. this- was ‘done, 
but unless we could excise widely we made a paramedial 
incision. In either case we cleaned up the incision with 
Dakin's solution, smeared 1 per cent. formalin in vaseline 
ever the edges of the incision, and covered over the exposed 
sdges with Americun ceutal tissue or green-protective 
tissue, extending it from the peritoneum to the towels, not 
leaving any exposed skin. 
If haemorrhage had been profuse we first examined the 


_ Spleen, liver, and large vessels. If the site of the wound 
injury of a 


particular organ this was examined 
then the small intestine, large intestine, and stomach. 

- We. found it wiser to go over the small intestine 10 to 
12 in. at a time than to deliver the whole bowel at once, 
but if the patiert’s conditioh was bad and great speed 


it. proyed -wiser: to deliver. the entire léngth’ of 
howal externally, keeping -it continually ‘covered ‘with | 


Wounds of the | 


| string of No. 


medial one, or was not | 
. dn. itselé sufficient, the peritoneum was at once closed, or | 


gauze wrung out of hot 1 per cent. saline, and then go over” 


-it carefully with ag little masipnistion as possible. Wo 
lation rather than the ex. 
posure which affected blood pressure markedly. Beforo 


‘found that it was rough manip 


returning ‘the ‘bowel we carefully be os it over with gauze 
wrung out of hot 1 per cent. saline, being careful to avoid 
omy saline entering the abdomen. 

- Wounds of the ascending and descending colon must be 
.carefully searched for; many wounds of these. parts 
occurred posteriorly and -were drained posteriorly, no intra- 


peritoneal extravasation had occurred; too hasty examina- — 
| tion may tear the reflected peritoneum, break down the 
| barrier, and allow faecal matter to infect the entire ab. 


domen; these cases demanded the greatest care in 
examination. 
In stomach cases the anterior and posterior walls wero 
.Haemorrhage from. mesenteric vessels was the most 


| common source of intra-abdominal bleeding, and the 


bleeding point required careful searching for and ligation. 
Treatment of Injured Organs. 


Iniestincs.--Having located the perforations or lacera: 


| tions, results. proved that resection should always be 


avoided if possible; double resection should practicall 
never be done. Purse-string suture, reinforced with 
Lembert suture, was possible in most cases, and gave the 


or necessary in cases with many perforat:ons or lacerations 
over a short section of gut, where too much constriction 


| would result after purse-stringing; where the bowel was 


too traumatized to recover; or where there was such ex- 
tensive destruction of the mesentery that the blood supply 
to that particular portion of gut was cut off. Shock was 
undoubtedly greater in resection than in purse-stringing, 
Before purse-stringing the perforation or laceration, if the 
edges were frayed we excised them. © We ‘inserted a purse- 
freshened edges if necessary, then a purse-string of linen, 
and, if necessary, reinforcing Lembert sutures. This 
— to small intestine, large intestine, and stomach 
equally. 
In every case of resection end-to-end anastomosis was 
done. Although it required a little more care ‘in ‘clioosing 
the site of the resection and in approxiniating the severed 
bowel, it was quicker and morc satisfactory than the 
lateral anastomosis. 
‘ Stomach.—Only once was resection, or rather partial 
resection, of the stomach necessary, and that in a caso 


{ in which a large section of the greater «u-vature had been 


completely blown away. A gastro-entecostomy was not 
found necessary in any case. 
 Rectum.—Wounds involving the rectum intraperitoneally 
were always closed by purse-string and Lembert suture, 
but in these cases, ifthe perforation or laceration was low 
down, and especially if it was one that tracked ‘backwards 
through the posterior. wall of the rectum or the floor of the 
pelvis, we brought up the posterior parietal peritoneum in 
front of the sutured area So as to occlude the trautiatized 
aréa entirely from the abdominalcavity. 
Splenectomy or nephrectomy was done only when the 
organ was grossly lacerated or was bleeding at the time, 
Even when the kidney was bleeding and badly lacerated, 
if the patient’s condition was precarious we found it wiser 
to check the bleeding with hot saline compresses, and then 
remove these ‘and quickly pack the bleeding surface with 
rubber tissue—with ganzé in the folds of the tissue if 
necessary, but not in direct contact with the kidnéy sub: 
stance. In’ many cases’ nephrectomy was necessary later, 
but: the patient was in a much better condition to stand 
such interference. ‘A ‘certain percentage of lacerated 
kidneys entirely recovered. Where the ureter was found 
to be severed, thé kidney lacerated; and’ urine escaping into 
already infected tissue, we found the’ results Uisastrous 
unless nephrectomy was done at once. 
_. Eiver.—Wounds of the liver were treated expectantly if 
the liver alone was involved, but if the wound ‘was a nasty 
jagged one, carrying bits of dirt and cloth witli it, or if 
there was the least question ‘of a liollow viscus being also 
involved, the abdomen was'opened. ‘The wound in the liver 
was examined, the track if gaping ‘and ony ves tlioroughly 
eleaned ‘out with ganze wrung out of Dakin's solution, 
then with gauze wrung owt of saline, and if widely gaping 
or if it had been particularly dirty wo drained the track 


catgut to control the bleeding from tho © 


| best results. We found that resection was only justifiable - 
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with a soft rubber tissue drain which was brought up to 
‘the abdominal wall, and led through a large rubber tube 
which just traversed the belly wall. Haemorrhage from 
‘the liver was controlled by deep catgut sutures in clean 
lacerations, and by the rubber tissue packing when there 
“was much loss of liver substance or a widely gaping track. 
We found that gauze should never be packed into the liver 
substance, nor should a rubber tube be introduced into a 
‘track in the liver. We found that the resistance of the 
liver to infection was very low, and that the ‘‘toilet” of 
the liver wound must be most thorough and careful. 
Foreign Bodies.—We early recognized that no foreign 
body should ever be left in the substance of the liver, 
spleen, or kidney; regardless of the immediate conse- 
quences, it must be removed at once. 
Mesentery.—Tears of the mesentery and omentum should 
always be carefully repaired with catgut. 2% 
' Diaphragm.—Perforations and lacerations of the dia- 
phragm were very common in these “gunshot wounds of 
“the abdomen.” ‘They were particularly fatal if not closed, 
but if closed the immediate effect was remarkable, and 
_ the mortality-rate from such conditions greatly lowered. 
Immediately on opening an, abdomen, if the-diaphragm 
was found to be torn, it was repaired—at once the breathing 
became easier, the patient took on a better colour, and the 
pulse improved. A certain percentage of cases were seen 
with an extensive wound along the costal margin of the 
abdomen, with the diaphragm torn away from its attach- 
ment and flapping freely. In most cases it was possible to 
repair the tear, even if an antero-posterior tear also 
existed, repairing the latter first and then bringing out 
the free edge and anchoring it with heavy catgut to 
the fascia under the ribs. 
marvellous, and the prognosis was good regarding the 
diaphragmatic condition. Death certainly ensued if 
something was not done to repair the diaphragm. 
Intestinal Paralysis.—In many cases of. gmall bowel 


injury, if seen later than ten to twelve hours after being © 


wounded, we found gaseous distension, particularly of the 


~ proximal part of the gut. In such. cases especially, post- . 


operative paralysis occurred; this dangerous and trouble- 
some complication practically never occurred after we 
adopted the practice of gently milking the gut from just 
above the distended area to just below the sutured area 
before closing the abdomen. 

Extravasation.—In cases with considerable extravasa- 
tion of bowel or stomach contents abdominal lavage with 
hot saline was tried with disastrous results. The patient’s 
condition at first improved, breathing was deeper, colour 
was better, pulse fuller, and for a few minutes the hot 
saline seemed to have done good, but, often even before 
the patient left the table, his blood pressure fell, breathing 
became shorter, the pulse became quicker and more 
thready, and he left the table, in the majority of instances, 
in a badly shocked condition. Escaping faecal matter, 
stomach contents, or blood clot was carefully wiped out 
with gauze wrung dry out of hot saline. We found it 
unwise to allow. any free saline whatever to enter the 
abdomen or to be left there; it has no value and necessi- 
tatés drainage. 

Some one has said that no surgeon has started to do 
abdominal surgery till he quits draining. the abdomen; this 
is particularly true in “ gunshot wounds of the abdomen.” 


Following repair of the small intestine, the only drainage - 


used was a large split tube into the pelvis, which was 
aspirated every six hours for thirty-six hours and-then 
removed. 

After repair of the stomach or colon, if there had been 
considerable extravasation, or if..the .tissue. about the 
sutured area had been badly contused or was exceptionally 

dirty, we draped soft rubber tissue about it to entirely 
exclude it from the rest of the abdomen; a split or well 
perforated tube was passed down the.centre of the tissue, 
just to, but not touching, the repaired surface, and this 
tube was aspirated every four or six hours and removed as 
early as possible, usually not later than. seventy-two hours. 
The pelvic drain was not used in these cases unless there 
-was-considerable free blood in the belly, or in late cases, 
where we often found .a free serous effusion collected in 
the abdomen. After repair of the pelvic colon, the rubber 


tissue drape with central .split tube was used for the first | 


forty-eight hours. Faecal abscesses, seen usually in late 
_ cases, and most commonly about the ascending or de- 
‘scending colon, were carefully mopped up and the rubber 
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The immediate effect was 
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tissue drape with central split tube used and aspirated 


every six hours. Unprotected gauze was never left in the 


abdomen. 
Closure of Abdomen. 
The abdominal incision was closed in layers, 
tissues were partieularly oedematous or suggestive of gas 
gangrene, the peritoneum only was closed, silkworm gut ' 


‘sutures being introduced through the skin and rectus sheath, ; 


but not tied for twenty-four to forty-eight hours, till the ' 
danger of gas gangrene was probably over. If the incision | 
was completely closed a wide mastisol dressing was applied | 
to seal off the incision from soiling from without, and to , 
relieve tension on the sutures (except in C. M. K.’s cases).°! 
A binder was applied, care being taken not to roll the: 
patient from side to side, but to raise his buttocks care- . 
fully; the slightest turning or moving of the patient often | 
caused an immediate fall of blood pressure. : i 
The patient was sent back to a warm bed, and, if his | 
condition would permit, the head of the bed was at once ' 
Post-OPERATIVE TREATMENT.» 
In post-operative treatment we were guided by the 
following principles : 
Position.—Exaggerated Fowler's position as soon as the 
patient had recovered from the anaestheti¢ and his general 
condition would permit. 
Ommnopon (Roche), one ampoule, if restless. 
Warmth. 


Aspiration of pelvic tubes (except in C. M. K.’s cases). 


Heart Failure.—Nothing was found to be of any use 


to whip up the failing heart except camphor in oil. _ 

_ Pituitrin given intramuscularly in half-ampoule doses, 

repeated as indicated, was valuable to induce peristalsis, but | 

was a most dangerous drug if given to patients suffering . 

from shock or collapse with the blood pressure already | 

much lowered. 
Eserine was found useful to induce peristalsis. 


Saline (7 0z.), with or without brandy (1 oz.), per rectum‘ - 


three-hourly, was given as routine in all cases for two or. 
three days. 

Food.—If the lesion was a stomach one nothi 
given by the mouth except one teaspoonful of tepid barle 
water, or raisin tea, for the first two or three days. In 
lesions of the large intestine, or ileum, small repeated sips: 
of barley water or raisin tea were given for the first 
twenty-four to thirty-six hours, and gradually increased 
in quantity. 

Vomiting or hiccough was usually quickly relieved by 
small sips of brandy or champagne, or 8 minims of tincture 
of iodine in 1 drachm of water. The stomach tube was 
occasionally necessary. These were very serious prognostic 


was. 


conditions and could not be ignored. 


. Thirst.—As has been found with the dirty dry tongue of: 
typhoid, chewing-gum was most valuable to sweeten the: 
mouth, clean the tongue, and allay thirst. 

Rectal feeding was not found necessary or advisable, and. 


‘milk by the mouth was avoided. ~ 


Post-operative paralysis was never seen where the in-, 
testine had been thoroughly milked at operation, buf, in 
occasional cases seen late, we Bese thorough milking of the 
bowel had not been possible, pituitrin or eserine, the rectal 
tube. passed high up, ‘and gentle abdominal massage 
relieved most cases. aa 

The earlier the patient could be operated on the better 
were the results. As late as twenty hours after being 
avounded operation was considered the best course, aud our 


results justified-us. Judgement in cases seen after twenty 


to thirty hours presented much greater difficulties; there 


-was always the danger of increasing the damage by. 


manipulation during the operation. 

--If-general plastic peritonitis had developed, interference | 
was not only valueless but dangerous; we were content to. 
insert a pelvic drain, or, if a faecal fistula was found, to! 
mop it out carefully and drain. 


_.. A few cases were operated on by us after thirty hours, 


but usnally to drain a faecal collection. One case, done 
forty-six hours. after being wounded, was found to have 
two perforations of the small intestine; there had been 
very little faecal extravasation, and the loop of bowel was 
found partially adherent to the anterior abdominal wall > 
the perforations were carefully purse-stringed, the foreign 
pote: from the greater omentum, and, without 
further exploration of the abdominal contents, tle 


but if the 
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abdomen was closed without drainage. Thé patient made 
an uninterrupted recovery; he had lain out in a shell hole 


for. forty hours, and also had a compound fracture of the | 


right leg at the ankle. 


~ “Cases that had already developed faccal fistulae, walled — 


off and-draining freely, were not interfered with otherwise 


than to clean up the wound, and that without an - 


anaesthetic if possible, lest vomiting or restlessness after 
_ operation should break down the early adhesions. We 


recognized that faecal fistulac should not be closed too . 


arly, and they often close spontancously, and too early 
interference too often ended disastrously. 
. Autopsy was performed in some per cent, of thie 
eases which ended fatally without operation having been 
attempted; -haemorrliage was found as the commonest 
cause of death. 

Shock accounted for most of the deaths within the 
first: twenty four hours after operation. General _peri- 
tonitis was rare.in cases operated on not later than twelve 


hours after being wounded, but latcr than that was present 


in about 50 per cent. of deaths. 
' Gas gangrene, especially of the posterior abdominal 
wall, was the cause of death in at least 30 per cent. of 


vases. 

. After nephrectomy and splenectomy death from embolism 

and infarct occurred in a small percentage of cases. 
In about 8 per cent. of cases operated on wounds of other 

parts of the body caused death. aes, 


Our conclusions from observation of these 356 operated 
cases and the 144 non-operated cases are these : 
' 1. Wounds of the large vessels to the liver, kidney, and 
‘spléen are fatal before they can come to operation. Wounds 
involving the pancreas are seldom seen on the operating 
table, by reason, perhaps, of the contiguity of the organ to 
large vessels; only one case was seen here. In that a 
foreign body was lodged in the tail of the pancreas. 

2. Antero-posterior wounds, cspecially in the epi- 


gastrium, are Icast dangerous, and wounds from side to 


side, especially low down, are dangerous. 

3. Wounds of solid viscera are not so dangerous as those 
of hollow viscera. 
_ 4.°Cases that come: to operation with a herniated loop of 
‘bowel exposed do badly, especially if much bowel is lying 
exposed; the same is true when the stomach is partially 
. -5. Wounds of: the stomach, colon, and especiaily the 
sinall intestine, require exploration, but in posterior 
wounds involving the colon the greatest care should be 
taken not to, convert a retroperitoneal condition into an 
intraperitoneal one. 
. 6 Wounds of the liver and kidney should be carefully 
determined as such only, and then treated expectantly, 

ing no more than loring and clcaning up the track, 

and not that if pro 
‘produced by an undistorted riflo bullet or shrapnel ball. 
Avoid resection. 
 & End-to-end anastomosis is profcrable to lateral when 
resection is essential. 

9. Wounds. of the-diaphragm are not necessarily fatal, 
nor even to be greatly feared. Careful repair gives 
@xeclient resulis, = 

_10; Multiple drainage tubes are rarely necessary, and 
be.avoided.if possible. 
_ IL Abdominal lavage is.a dangorous practice. 

_- 12, Never leave free, unprotected gauze in the abdomen. 
_ 43.-Panl’s tube should be relegated to the museum, 
except in very rare cases. * 

14. Speed in ngceating is essential, not only for the 
benefit of the patient, but because of the demands of 
-seores-of less vitally wounded men requiring attention 
during an active offensive. . 

15. Resection for faecal fistula is better done late when 
the paticnt is in England. 

During a heavy.rush of work the question inevitably 
arises, “Is it possible to give every case of penetrating 
wound of the abdomen the chance of operative interference, 
pieveys peojadicing the chances of others who are wounded 
less vitally?” .The answer is obvious—that granted an 
adequate and sufficient noel, surgeons, nursing 
sisters, trained orderlies, ctc., it should be feasible to deal 
With every case as its urgency demands, and that no class 
‘of case should be relegated to expectant treatment when 


y 2 through-and-through wound | } 


surgical interference is indicated and capablo of giving a 
wounded man even a remote chance of life. : 
we submit, proof that abdominal surgery is at least as 
protitable—in a military sense—as the surgery of compound 
fractures of the femur, skull, etc.; the patients who recover 
make a rapid and completo recovery and become a satis- 
fac'ory military asset sooner tham the men who have beech 
disabled by compound fraetures of the skull, etc. 

It was our aim at this casualty clearing station ta 
operate on every case whose need of surgical interferency 
did not warrant the delay his move to the base by 
ambuiance train would involve. 


Table of 356 Cases of Penetrating Abdominal Wounds. 


The results which have been quoted in this article are, . 


Note.—Wounds 0 the bladder aro included in these figures only 
when intraperitoneal. The treatment will be deseribed in a latex 
per on “Gunshot Wounds of the Bladder and Rectum.’’ Suture ot 


pa 
the laceration without drainegoof the bladder itself wes the treatment 
adopted, 


| Recoveries. 
Class, and Organ Involved. ' No. | Per Cent. ai: 
No. Per Cent. 
Vrscvs (42.40 per eent.): | 
Smallintestine .. 57 16.01 33 57.89 
Targe intestine | 38 «10.67 20 | 52.63 
Small intestine oud lerzo ine 20.80 
Stomach wi} 4 1.12 3 75.00 
Stomach and small intestine 1 0.27 0 
Stomach and large intestine... | 1 0.27 10¢.c0 
5 | 38.46 
Bladder and smell intestine ... | 8 2.24 4 50.00 
Bladder and large intestine 4 | 112 1 25.00 
Sori Viscws (17.13 per cent.): 
Widmey | 13 | 3.65 9 | 69.23 
kidney and spleen 4 112 3 75.00 
Nidneyandliver .. 3 0.84 2 66.66 
Omentum 8 2.24 8 109.00 
Hoitow Viscer. (3.65 
per cent.): 
Liver and smallintestine ... 4 1.12 1 25.00 
Liver and largeintestine ... 1.40: 3 60.00 
Kidney and largeintestine ..! 4 1.12 45.00 
Stomach, liver, and spleen 1 0.27 0 
(14.04 per cent.): 
ae by abdominal 39 2.80 5 59.00 
Complicated by wound of—_ 
Fiver 10 | 2.88 7 70.69 
Spleen... 3 3150 
Spleen and kidney ... «.!. 4 112 1 25.00 
Stomach andliver 1.40 1 20.00 
hiverand kidney «. 3 0.8 
Spleen and stomach. .., 3 ~ 0.84 0 
‘Kidney, stomach, and liver..7! 0.27 0 
Splenandspine .. ~ 0.27 0 
GENERAL (22.44 per cent.); 
Haemorrhago, non-viseeral ..; 9 2,52. 1 
Intraperitoneal, non-visceral.,. ; 23 6.46 23 100.00 
General peritonitis .. 21 5.87 1 4.75 
Gasgangveno | 24 6.74 4 16,65 
Abdominaland spinal... 3 0.84 
operations | 356 48.05 
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ime ago we published a summary of some seventy 
of the abdominal cavity. We 
have had an opportunity of increasing our experience of 
these cases, and the following article is an embodiment of 
that experience. We have been more especially induced 
to publish this further summary as increased experience 
has taught us that we must alter certain opinions expressed 
in our earlier publication. The paper is introduced by an 
account of a small amount of experimental work which we 
have done in attempting to throw light on certain clinical 
problems which perplexed us. ‘There follows a considera- 
tion of various abdominal.wounds as they occur locally. 
The paper concludes with a summary of general remarks, 


EXPERIMENTAL SUMMARY. 

In the course of carrying out the clinical work, part of 
which is here summarized, certain problematical points 
arose, and it was with a view to throwing light on these 

ints that the experimental work was undertaken. We 
shall summarize the work in the form of question and 


answer. 


1. What are the relative values of end-lo-end and lateral 


anastomosis 


Belgian hares were used in these experiments, End-to- 
end anastomosis was unsatisfactory, as rabbits operated 
on in this way all succumbed after an interval of trom two 
to three days. Post mortem there was found to be very 
marked distension of the intestinal canal above the site of 

uture. 

e When lateral anastomosis was employed the resulis 
were different—no complication developed, and the 
animals, without exception, made good recoveries. One 
naturally asked oneself the question, What was the feature 
in\end-to-end anastomosis which rendered its results so 
unsatisfactory? There was no complete obstruction, for, 
both at operation and in later investigation, intestinal 
contents could always be forced through the opening; it 
was observed, however, that in end to-end anastomosis the 
mucous membrane surrounding the line of suture became 
intensely oedematous ; therefore a series of experimental. 
operations. were performed in which the mucous membrane 
was snipped away as closely as possible around the open: 
lamen of the gut. The anastomosis was completed in the 
usual way, but fewer Lembert sutures than usual were 
necessary. When the anastomosis was performed in this 
way the animals invariably recovered. 

From these experiments one would draw the following 
conclusions: Lateral anastomosis is, on the whole, a more 
reliablé proceeding than end to-end anastomosis; the 
results ‘of end to-end anastomosis are rendered more satis- 
factory when the mucous membrane at the open ends of 
the gut is clipped away. 


- 2. When distension of the intestine occurs after resection 
and anastomosis of intestine, is it influenced by the. 
presence of blood in the peritoneal cavity or by peritoncal 
infection ? 

series of experiments was performed in which 
gut was anastomosed either by end-toend (modified. 
method) or by lateral anastomosis. . After-each. anastomosis 
was completed, a measured quantity of blood was spilt- 
into thé peritoneal cavity together with contents of small 
intestine. 

In every case the aninzal made an uninterrupted re- 
covery, and no parctic distension resulted. It would there-_ 


| fore ap 


‘the bowel may. 


appear that haemorrhage se or combined with | 
intestinal infection is for subsequent. 


5. What are the relative values of the different forms of 
lateral anastomosis ? 

There are two possible ways in which lateral anastomosis: 
can be accomplished., The ends of the bowel may be- 
laid side by side and the anastemosis so completed. (See ° 
Diagram 1.) Or Ser 
the two ends .of 


be brought so a 


ends are in 
apposition. (See 
Diagram 2.) 

The second method of approximation may sometimes be _ 
of great valueé—for example, in cases in which it might be 
impossible to secure the first mentioned approximation, - 
A series of experiments was carried out to explore the 
values of these methods. : 

The various anastomoses were completed and the parts 
examined at varying later periods. No difference could be 
detected between the two methods—both did equally well. 
A further series of experiments was carried out to prove 
whether there was a tendency in either of these forms of 
anastomosis for intestinal an 
contents to collect in the 
blind ends of the gut. For 
these experiments the 
animals were fed upon food.‘ 
in which small shot were 
mixed. 

It was found that in the 
first method of anastomosis 


Di g am 1. 


Diagram 2. 
(Diagram 1) there was a 
greater tendency for arrest of contents to-occur than im‘ 


the second method. 
Both forms of anastomosis give excellent results. As far 
as the arrest of intestinal contents in the blind ends of 
the gut is concerned, the second method of anastomosis‘ 
(Diagram 2) is even preferable to the first method. 
Illustrations of these experimental anastomoses are 
shown in the Plate (Figs. 1 and 2). 


4. To what extent is devascularization of the gut possible: 
without damaging the vitality of the gut? 
This isa matter of great clinical importance, a3 in the. 
cases of wounds of the abdomen one is constantly meeting 
with examples of tearing of the niesentery, and it is” 
— debatable whether or not resection should be’ 
one. 
Ina large rabbit linch of colon was devascularized by liga- 
turing four vessels of supply close to the edge of the no 
- Alater examination showed the devascularized colon to be 


apparently unaltered, but, as though in protection, a portion of. ~ 


omentum had come down from above and surrourded the - 
In. a second animal the devascularization was carried a otep 
further, and five vessels were ligatured, implicating 14 in. Of 
‘colon... Later examination showed no change in the bowel. z 
In a third anima! a still more extensive devascularjzation was - 
performed. The colic artery was ligatured just below the 
origin of the inferior mesenteric artery, and again ali four’ 
vascular loops passing to the bowel. The involved bowel at’ 
once became-ofa bluish colour ; it-was returned tothe abdominal. 
cavity, and the wound closed. Three days later the colon was’ 
examined, and found normal in every respect. 
These experiments showed that the colon rapidly estab- : 
lishes a collateral circulation, and that a very considerable 
devascularization must occur before the vitality of the gut. 
is interfered with. 
Devascularization of the Small Intestine. + 
By ligature of the mesenteric vessels 1 in. of bowel was cut off 
from its direct blood supply. After some days no change was’ 
apparent in the related loop: ae 
.In a second experiment in. of gut was. devaseularized and 
returned. Forty-eight hours later the area was examined. ‘The- 
section of bowel the vessels of which had been ligatured. was 
found surrounded by an omental graft. . any 
.After removing this graft the underlying small intestine was 
found to be gangrenous--there was a Central perforation about. 
in size surrounded by an édge- of gangrenous bowel in. 
The experiment was.repeated in another animal—a csat—the. 
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vitality of the intestine of which is notorious: 14 in. of the 
small intestine was devascularized; at the end of forty-eight 
hours the related bowel showed a complete ring of gangrene at 
the centre of the related gut. : 

. From these experiments ane may draw the deduction 
that the colon bears devascularization more readily than 
the small intestine, and that both portions of bowel stand 
pm Ao very considerable devascularization without their 
vitality becoming affected. From clinical experience we 


believe that 3 in. to 4in. of the small intestine may be 


devascularized without gangrene ensuing, and from ex- 
perimental evidence we believe that even a greater degree 
of colon may be affected without gangrene resulting. 


5. Omental grafts. What are their uses and values ? 

In cats the omentum was completely removed from its 
attachments and left free in the peritoneal cavity; the 
animals-died within a week to ten days. They gradually 
wasted away, becoming more and more drowsy and 
refusing food. 

_In a second group of experiments the omentum was 
completely freed from its attachments, but coincidentally 
the peritoneum-over a loop of small intestine was scratched 
and partially removed. No ill result followed the opera- 
tion, the animals were scarcely any worse than after a 
simple laparotouy—the omentum apparently obtained a 
new blood supply from the loop of bowel to which it 


became attached. 


The Behaviour of Free Omental Grafts on the Normal Intestine. 

‘ Small portions of omentum loosely tacked on to the normal 
bowel wall by a fine suture of fine thread were practically un- 
altered when examined a few days later. After three days the 
graft was found to be adherent with fine adhesions to the loop 
of bowel to which it had been applied—there were no ad- 
hesions to the surrounding loops. Six days after application 
the grafts no longer adhered to the bowel wall to which they 
were originally attached except at the points at which the 
sutures had been applied. There was no further attempt at 
fixation except where the graft was actually secured by sutures. 
It was noticed that after fixation of the graft the fatty elements 
in its constitution gradually lessened. ‘ 

. Omental grafts applied to damaged intestine showed that 
when the damage produced sepsis the graft was of little value ; 
this was demonstrated by the following experiments. The 
small intestine of a dog was crushed with artery forceps, 
severely damaging all coats of the bowel wall. A free omental 
graft was applied to the bowel damaged in this way, while 
another portion of the intestine similarly damaged was left 
free in the peritoneal cavity and the abdomen closed. The 
animal was upset and ate little for three days; after that period 
it began to improve. Se | 

Laparotomy five days after the original experiment showed 
that the omentum was firmly adherent to both the crushed 
portions of bowel. The area covered by the free graft on 
separation of the omentum showed the graft to be infected 
with patches of necrosis. The area of bowel crushed and Jeft 
free in the abdominal cavity showed (after removal of the 
omentum which had become fixed there of its own accord) 
very little destruction to the crushed segment of gut. Repair 
in this latter case was much more perfect than in those in 
which the detached graft had been applied. 

‘If the small intestine was devascularized to such an extent as 
to cause gangrene, and free grafts applied, the grafts became 
infected and did not prevent the animals from dying of 
peritonitis. 

_ The conclusions drawn from these experiments are that 
free omental grafts are only safely used in cases where 
no sepsis is present. Grafts remain free in the peritoneal 
cavity, and do not adhere to the loops of gut; they are 
useful in covering raw or denuded areas of peritoneum, or 
in strengthening suture lines. See Plate, Fig. 3. 

i 


6. What deductions may be drawn from the experi- 
mentally produced wounds of the intestine ? 


We were led to investigate the point by observing 
clinically that in extensive wounds of the small intestine 
there is a remarkably slight escape of intestinal contents. 
We made the further observation that the less the degree 
of damage the greater possibility was there of intestinal 
content escape. 

Experiment 1 (Cat).—The small intestine (ileum) was divided 
half across ; omentum was laid over the wound and the viscera 
veturned. Twenty-seven and a half hours later the abdomen 
was opened; the injured gut Jay where it had been placed ; the 
omentum was no longer over the wound, but rather to one side ; 
there was no peritonitis present and there was no escape of 
intestinal contents. 

- Experiment :2 (Belgian Hare)—The jejunum was recognized 
and divided half across. After seven hours there was no sign 
of peritonitis and no intestinal contents had escaped, : 


Experiment 3.—The jejunum was brought out and dividel 
across; into its lumen shot was placed, as shown in ‘aketalls 


Diagram 3. 


(Diagram 3). Five hours later the abdomen was reopened and. 
the loop examined; the contents were found to be as shown in 
the accompanying sketch (Diagram 4). a. 


Diagram 4. 


As in Experiment 2 there was no extravasation. Thig 
experiment illustrates the considerable arrest of peristalsis: 
which followed the injury to the gut wall. 


7. When the wound runs in the long axis of the gut, has 
at a greater tendency to leak ? 


Clinically we would answer this question in the positive, 
and say that wounds in the long axis of the gut certainly’ 
have a greater tendency to leak than those that occur 
across the long axis of the gut. We investigated the 
matter experimentally. 

Experiments 4 and 5.—Large hares were used for the experi- 
ments. <A loop of jejunum abont 8in. from the stomach 
was chosen, and a longitudinal cut 4 in. long was made in the 
long axis of the bowel; the omentum was laid over the wound, 
and the abdomen was closed. Ten hours later the animal, on 
examination, was found to have a marked general peritonitis, 
with extravasation of small gut contents all over the peritoneal 
cavity. Fluid from the peritoneum examined showed abundant 
organisms, mostly large and of the perfringens type; there were 
very few leucocytes present, and these showed no tendency to 
phagocytosis. 

The results of these experiments are very striking when 
compared with transverse wounds of the small intestine; 
it would appear that the transverse division of the longi- 
tudinal muscular fibres diminishes, for a time at least, the 
liability to leakage. 

We have made the clinical observation that isolated: 
perforated wounds of the small intestine had » greater 
tendency to leak than more extensive wounds. 

We believed that this demanded two explanations: 
First, that the comparatively slight degree of injury did 
not result in any lessening of the peristalsis, and secondly, 
that the non-division of the longitudinal muscular fibres- 
rather tended to increase the risk of extravasation. 

This observation was not confirmed by experiment. 

Experiments 6 and7.—A large hare was used inthisexperiment. | 
The lowest loop of ileum was brought out and three small 
holes were made into the lumen at different places. Into each 
of these holes a single piece of shot was introduced. At once 
the mucous membrane pouted out through the openings. The 
animal showed no ill result from the experiment and it is now 
perfectly well. 


Experimentally complete division of the small intestine 
is followed by extensive leakage. This is shown in the 


Experiment 8 {Belgian Hare).—Laparotomy performed; the 
ileum was completely divided.6 in. from the ileo-caecal junction ; 
the intestine was returned. Six hours. later the abdomen was 
again opened. There was a great amount of extravasation and 
a general peritonitis was commencing. It was noticed that the 
distal end of the gut was firmly contracted and no leakage » 
appeared to have occurred from that end. The upper end was 
distended and liquid contents persisténtly leaked from it. 

We have repeatedly observed that wounds of the large 
intestine, in contradistinction to wounds of the small 
intestine, universally leak. This was experimentally 
investigated. 

‘Experiment 9.—A large Belgian hare was used in the experi- 
ment. The transverse colon was exposed and the gut was 
wounded transversely; the omentum was laid over the opening 
and the intestine returned. Six huurs later laparotomy showed - 
extravasation of . gut contents, but the escape was quite 
localized. The escape, however, was. marked in comparison 
with a similar experiment performed in small intestine. ‘The 
perforation was sutured and the gut returned: the animal 
recovered. 

In the course of these experiments we have noticcd 
that the degree of extravasation largely depends upen 
whether the intestinal tract’ at the time of operation | 
has a large or small amount of content. The smaller tle 
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amount of content the less likelilood 
‘extravasation. 
‘ This observation is in kecping with the good results 
‘obtained in perforating wounds of the intestine in such 
a campaign as the South Atrican war. 


Under this heading there are one or two observations to 
‘be made. 
| Occasionally entrance and exit wounds of the anterior 
wall of the stomach are found with an extraordinarily small 
extent of stomach wall separating the wounds; it is 
difficult to surmise how such mechanically occur. 
_ We have confirmed a former observation that while 
entrance and exit wounds of the body of the stomach are 
very similar in size, an exit wound in the thicker muscula- 
‘ture of the pylorus is generally considerably larger than 
the entrance wound. 
__ While the peritonitis which results is, as a rule, of slow 
development and subacute course, if bile has escaped from 
the stomach wound the peritonitis is much more intense. 


Clinical Features. 

In addition to the signs common to wounds of any hollow 
‘viscus there are certain distinctive features. : : 

Sickness is usually more pronounced than in wounds of 
the other abdominal viscora, and in the vomited matter it 
‘is rarely that one fails to find the presence of blood. The 
degree of collapse is less marked than that found in intes- 
‘tinal injuries, but whether or not this is related to the com- 
paratively smaller amount of haemorrhage one cannot say. 

It is interesting to note that, while the pulse and 
respiration rates are both increased, the respiration rate 
has proportionately increased more rapidly than the pulse 
rate. ‘The degree and the variety of the clinical features 
are influenced considerably by the situation of the lesion. 
‘Pain would appear to be more intense when the cardiac or 
‘pyloric ends of the stomach are involved; it is correspond- 
ingly less so when the wound is related to the body of the 
‘stomach. 

Wounds of the curvatures of the stomach, with the 
‘greater destruction which invariably accompanies them, 
are associated with severe symptoms of collapse. The 
‘clinical features are also influenced by the condition of the 
stomach at the time of injury; if the stomach contains a 
quantity of food, the wound is followed by more intense 
‘clinical features than if the organ had been empty. - 


Treatment. 

We would remark upon the importance of_ routinely 
‘exawining the posterior wall of the stomach. A wound of 
‘this region is very apt to be overlooked. 
- Wounds may. occur in the cardiac region which are 
almost impossible of access for suture unless the tear 
be a very large one. Such wounds may be left with a fair 
degree of ‘certainty that natural healing will occur with 
little or no leakage. 


Results..of Stomach Cases. 
Total cases, 24. 


Bomb and shell wounds... 10 
_ Simple suture 20 
_ Suture and gastro-enterosfomy .. 
Gastro-enterostomy 
_. Resection and gastro-enterostomy ... 
- Recoverics «. 10 
Unoperated on ace 


Wovnps .or INTESTINE. 
Morbid Anatony. 

When 4 bullet passes through the pelvis it is not un- 
common to find the loop of intestine which was lying in 
the pelvis.at the time of. injury riddled with holes over a 
very limited area. In .one case, where the bullet entered 
the sacrum and-passed ‘through the pelvis, there were eight 
‘perforations, all of them within one foot of the caecuin. 

“ We have observed that wounds of the left flank, 
damaging the descending colon and apparently out of the 
small intestine area, may wound coils of the jejunum, 

It is remarkable how seldoni there is a massive escape 
of contents from the lumen of the gut. Rarely have we 


is thero of an early | seen it occur to any marked degtee. Apparently there is 


a complete inhibition of peristalsis for some time sub;- 
sequent to the injury. Further, the less the degree 
damage to the gut and the fewer the number of perfora- 
tions the more likelihood is there of extensive peritoneal 
soiling. We believe the converse holds good. . _ : 
_ We have had several examples of cases in which.intes- 
tinal contents have escaped between the layers of, the 
mesentery. They have been cases in which tlie projectile 
has not actively perforated the gut, but, by passing near it, 
has exerted such a force that the gut wali ruptures in that 
portion which is unsupported by peritoneum—namely, 
between the layers of the mesentery. This is a serious 


type of injury, as it invariably necessitates resection of 


e-damaged area. 


the- 


the surgeon is faced with the question whether 
viability. of the associated gut.is or is not interfered. with. 
We have carried out some experimental work, noted 
above, to assist us in coming to a decision on that point. - 
Experimentally and clinically it would appear that there 


| must be a considerable destruction of the vascular supply~ 


before the vitality of the gut is interfered with. The colon is 
more liable to subsequent necrosis than the small intestine. 
_ The practical bearing of the point is that cases of 


‘mesenteric injury previously dealt -with by resection we 


now treat by simple suture of the mesentery and ligature 
of the divided vesséls. The extensive injuries of their 
blood vessels must, of course, be dealt with by resection. . 

{n this relation we have observed that, while inter- 
ference with thé mesenteric blood supply may not actually 
endanger the viability of the gut, that portion of gut is 
particularly liable to a subsequent distension, which may 
pass to an actual paralysis. 


The clinical features are generally those of commencin 
peritonitis, coupled with the evidences of rapid and 
progressive haemorrhage. a 
Under the influence of morphine, and sometimes when 
the intra-abdominal bleeding is profuse, we have seen the 
muscular rigidity of the abdominal wall almost disappear. 


Treatment. 

Later there are described measures we have carried out 
preliminary to all abdominal operations for this class of 
case—measures which are intended to antagonize the 
shock and loss of blood which occurs. As a a clattaatt 
to operating for perforating wounds of the small intestine 
these precautionary measures are of the highest im- 

rtance,-as the amount of shock and the loss of blood 
in these cases are often exceptionally severe. . 

To open the abdominal cavity we have almost in- 
variably used a middle-line incision; if is important that 
there should be no hesitation in making the incision one of 
considerable length. In localizing the sites of injury we 
have followed a well-defined routine, After opening the 
abdomen the caecum is identified, and from it the small 
intestine is traced upwards, beginning with the lower end 
of the ileum. As each perforation of the gut is exposed, it 
is wrapped up in a small moist swab; ‘to one side of the 
swab a length of -tape is stitched. This is slipped through 
the mesentery.and doubled twice round the. gut covered 


by the swab; in this way each perforation is marked, and - 


there is less chance of massive infection from the injured 
gut. The whole length of the small intestine must be 
examined before any decision as to treatment is arrived af; 
There is nothing more disconcerting than to deal with a 
perforation by resection and to find that a few inches 
further on there is another perforation which could have 
been included in the same procedure. 

When the degree of damage to the gut has been brought 
under review, there are three varicties of operative treat- 
ment which may be followed. These are: (1) Simple 
suture of the perforation; (2) resection of the damaged 
intestine, followed by a lateral or end-to-end anastomosis ; 
(3) resection of the damaged intestine with an accompani- 
ment of a temporary enterostomy. ; 


Simple Suture of the Perforation. 

In a former paper to which we contributed it was held 
that cases suitable for suture of the perforation were in 
the minority. It was believed that a wound td be suitable 
for suture should be small, without damaged edges, and 
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with an intact mesentery... Further experience has shown 


us that the range of possible suture is very much more ex: - 


tensive than we had at first imagined—there are very few 
wounds of the small intestine which do not prove amen- 
able to suture. It may be said that there are three possible 
- contraindications to its use: (1) Extensive damage to the 
mesentery;. (2) a wound which, when sutured, results in 
marked narrowing of the gut, and the type of wound 
which most commonly results in this complication is one 
running obliquely across the long axis of the gut; 
(3) when the perforation is associated with resulting 
necrosis of the surrounding bowel—a condition which is 
more common in the colon than in the small intestine. 
‘The method of suture has the advantage of speed (when 
the perforations are.not too numerous), of simplicity of 
technique, and of lessened post-operative shock. 

There are, of course, distinct disadvantages. The suture 
may result in considerable narrowing of the lumen of the 
gut, and where there are a number of similar sutures 
within a short distance of each other the multiple narrow- 
ing becomes a very real objection. The second dis- 
advantage is, that if the perforations are very numerous 
their closure would take considerably longer than the time 
which would be entailed : 


The gut appears to be predisposed to the distension from — 


various causes: the general degree of nerve shock, and 
more especially of sympathetic nerve shock; the paresig 
of Auerbach’s plexus as a result of the blow; the presence 
of blood in the peritoneal cavity, and the degree of the 
peritonitis which is invariably present. As a result of thig 
disadvantage we began to employ a lateral anastomosis, 
and from it we had undoubtedly greater satisfaction and 
better results. At this point one must allude to the 
bearing which experimental work had upon the feature, 
End-to-end anastomosis of small intestines in animals wag 
inevitably followed by distension of the gut above the 
suture, with subsequent death of the animal. Wheg 
lateral anastomosis was performed no complications arose, 
and recovery was invariably the result. The technique of 
the end-to-end anastomosis was then modified in so far ag 
the mucous membrane was clipped away around the cut 
edge of the bowel; a subsequent distension did not occur, 
and recovery followed the operation. 

The influence of blood and peritoneal infection was sub- 
mitted to experimental investigation. 
anastomosis of the gut, both end-to-end (modified method) 
and lateral, a quantity of blood was placed in the peri- 

ee toneal cavity and a peri- 


in’ a resection of the 


toneal infection was 


After resection and . 


damaged gut. 

In the suture operations 
which we have done we 
have not excised the edges 
of the wound, and we 
have used a linen thread 
for stitching. 

We have from time to 
time made use of omental 
grafts to reinforce doubtful 
suture lines. The matter 
is dealt with more fully 
in the experimental sec- 
tion of this paper. 


2. Resection of the 
Damaged Intestine, 
followed by Lateral 
or End-to-end An- 

_-astomosis.- 
As has been said, we 


originally favoured this — 


method of treatment in 
preference to multiple 


the mesentery of the gut, but is only adherent to the bowel wall at the 


perforations.. A and’B are typical bullet. wounds with eversion of 


» the overlying damaged peritoneum exposed a Similar wound showing 


DESCRIPTION OF SPECIAL PLATE. 


Fic. 1.—Experimental (Belgian hare). Small intest'ne anastomosis. 
Lateral, with blind ends laid apart from one another. Resection a: 4 
anastomosis of this type gave very much better results than in the 
cases where the resection was followed by end-to-end anastomosis. 
Large anastomotic opening and long blind ends. 


Fie, 2.—Experimental (Belgian hare). Small intestine anastomosis. 
Lateral, with blind ends together. The results of resection of gut and 
anastomosis of this type were even better than those done with the 
blind ends apart, as in Fig. 1. 


. Fic. 3.—Experimental (cat). A free omental graft. one month old; 
implanted on to normal small intestine. The graft is firmly united to 


points of suture, 


Fic. 4.—-Experimental. Free omental graft applied to the normal 
small intestine. When examined, a week after its application, the 
graft was found to be universally adherent to the underlying gut. 


Fic. 5.—Bullet wound of anterior stomach wall. The missile com- 
pletely divided the right gastro-epiploic artery, and the wound 
extended on to the posterior wall of the viscus for half an inch. ; 

Fic 6.—Bullet wound of smallintestine. The specimen illustrates 
the extensive damage to the mesentery which is so often sustained. 


Fic. 7.—Twelve inches of small bowel (ileum). The gut shows three 
mucous membrane; c shows a rupture between the leaves of the 
mesentery. The peritoneum at this point is sodden and gangrenous 
from escape of intestinal contents into the mesentery. Removal of 


everted mucosa. 


started by allowing 4 
slight escape of intestinal 
contents; no subsequent 
distension occurred, a fact 
pointing to the conclusion 
that these complications 
have little bearing on the 
development of the sub- 
sequent distension. 

In point of time the 
lateral anastomosis takes 
a few moments longer, in 
so far as it involves clos- 
ing the open ends of the 
gut, but it apparently 
largely overcomes the 
possibility of distension 
of the proximal segment. 
We do not intend to enter 
into any details of the 


operation beyond mention- 


ing that when the resected 
gut involves the extreme 
lower end of the ileum, 


and extensive suturing. 


we have anastomosed the 


We believed that the in- 

dications for the operation were the multiplicity of the 
perforations, the extent and degree of the perforations, 
and the involvement of the related mesentery; we now 
consider that only the last constitutes a real indication. 

Under exceptional conditions, such as have been already 
stated, the first two indications may be entertained. 

The advantages of resection may be summarized as 
follows: The operation is complete and thorough, the risk 
of damage following a mesenteric involvement is mini- 
mized, there is less likelihood of sloughing of devitalized 
intestine, and there is less possibility of subsequent 
stricture. 

Several disadvantages may be quoted: The complexity 
of the technique, the time the operation takes, and the 
intense degree of shock which almost invariably follows 
it. The first and the second are no real objections, but the 
third is a more potent one; it is the one feature which 
has led us to abandon the resection operation for the 
multiple suture. The degree of shock is infinitely greater 
after a resection operation than after an extensive multiple 
suture operation. 

Having weighed the choice of the operation, the question 
next arises whether the anastomosis is to be lateral or end- 
to-end. When we began this work, we favoured and used 
an end-to-end anastomosis, on the ground that it could be 
accomplished in a shorter period of time than the lateral 
anastomosis. We discovered that this method was apt to 
be followed by a certain degree of paresis in the proximal 
segment, with subsequent distension and eventual obstruc- 
tion. On several occasions we have had to. perform 
a second ghort-circuiting operation to overcome the 
obstruction, 


proximal bowel to the 
centre of the transverse colon. Short-circuiting, so to 
speak, by a unilateral short circuit the caecum, ascendi 
colon and hepatic flexure, there are obvious mechanic 
advantages related to this method. . 


TABLE I.—Results of Small Intestine Cases 
Total cases, 96. 


Bullet wounds... oe 4 
Bomb and shell wounds 
[Complicated wounds .. ae See 80] 
Operations; 
Resection - in OO 
Enterostomy - ace ese 1 
Results: 
Died ace ese ere . 59 
Analysis: 
Recoveries... PP 8 
Bomb and shell wounds 
High small intestine cases et Ox 44 
Low small intestine cases 


It is interesting to note that in uncomplicated wounds of the 
small intestine demanding a simple suture operation there was 
a recovery-rate of 100 per cent.— 

Uncomplicated wounds of small intestine 
Recoveries.., 


% 


. 
| 
BAL 
| 
| 
| 
| 
| 
| 
| 
i 
— 
+ 
| 
| 
| 
| 
= 
| 
| | 
| 
i! 
| 
| 
| 
| 
| 
| 


{ THE BRITISH 
MeEpIcaL JouRNAL 


MARCH 10, 1917) 


AHL 


SNIVIdVO 


i 
4 
—~ j 
} 


THE BRITISH 
MEDICAL JOURNAL 


Fic, 12. 


Fia. 13. 


PERFORATING WOUNDS OF THE ABDOMEN, 


. 
. 


Fra. 11. 


R AND HAMILTON DRUMMOND 


CAPTAINS J. FRASI 


Kia. 8. 
Fic. 9.. 
Fia. 10. 


- 
3 
[MARCH 10, 1917 
| 
a 

4 4 

| 


Fia. 14. 


13. 


Fia. 10. 


MARCH 10, 1917! 


PERFORATING WOUNDS OF THE ABDOMEN. 


383° 


Wotnps or DvopENtM. 

Wounds of the duodenum have a very high mortality, 
and the majority of the cases die before surgical assistance 
can be obtained. This is explained by the proximity of 
the duodenum to such structures as the aorta, vena cava, 


and portal vein, wounds of which would necessarily be © 


rapidly fatal. 


-in the majority of the cases we have secn the second 


part-of the duodenum ‘has been wounded—more exactly at 


the junction of first and second portions; in one instance 


the third part of the duodenum was injured. The thin- © 


walled duodenum is very readily torn, and the wound is 


larger than is usual in small intestine. Haemorrhage is © 


not generally severe; there is an escape of bile into the 


“peritoneal cavity and occasionally of food; there is 


usudliy an associated ‘wound of the right kidney. In 
several instances we have found multiple fat necrosis. 


Clinical Features. | 


bosis, etc. Naturally it is subsequent to wounds of the 
fixed portion of the colon that this complication generally — 
develops. The clinical features associated with-such # 
colon septicaemia are‘ discussed under the next heading. 


Colon wounds appear to be peculiarly liable to secondary © 


haemorrhage; in several instances we have lost cases at. 


varying dates after operation as a result of this complica- | 


tion; Lhe haemorrhage is the result of septic change in~ 
the gut, and it gencrally appears on the third and fourth 


_ days after operation. 


Clinical Festus, 


‘The clinical foatures ‘are very similar to those of small. 


intestine injury; they are, primarily at least, not.so wide- 

spread. Subsequent to the injury three possibilities may * 

develop: 
1. The effusion and infection may remain localized. ~ 


2. The infection may spread and a general peritonitis — 


result. 


‘The clinical features are similar to those of wounds of 
small intestine; there is generally intense shock, and 


sickness is usually pre- 
sent. 


Treatment. 
Operative treatment 
consists in suture of the 
torn bowel; the  possi- 
bility of performing at the 


same time a’ gastro- 


enterostomy must be con- 


sidered. Suture of the’ 


duodenum may result in 


contraction’ and ‘narrow: 
ing, and further, duodenal, 
wounds are especially 


liable to leak after suture ; 
both of these possible dis- 
advantages are avoided by 
the performance of a 
gastro-enterestomy. 


‘DESCRIPTION | OF SPECIAL PLATE. 


¥ia. 8 --The middle third of the transverse colon, showing multiple 
shell fragment wounds; ia addition to the perforation the bowel 
showed considerable bruising and tearing of the mesentery. 


Frc. 9.—Gunshot woun of the gall bladder. The entrance and exit | 


wounds of a rifle bullet are as outlined by an arrow. 


Fic. 10.—Small intestine. This portion of gut was not actually 
pierced by a bullet, but it Jay in close proximity to the passing pro- 


jectile. The areas marked and showed:an effusion of infected 
' fluid beneath the peritoneum. Examination showed that all the coats 


of the intestine had given way exccpt the peritoneum. 
-Fic. 11.—Portion of the descending colon showing three gangrenous 


paiches with extensive ulceration caused by a bullet wound. The | 


missiic passed down the outer aspect of the bowel without actually 
cutting the coats of the gut. At the operation one gangrenous patch 


- was seen, Witu no extravasation of gut contents. 


Fria. 12.--Shell wound of right lobe of liver. 
Fic. 13..-Gunshot wound of kidney. Almost complete destruction 


. of the lower pole of the kidney. 


} 


3. The infection may extend into the retrocolic and - 
retroperitoneal tissues andthe group of symptoms - 


‘which we have catled ° 
“colon septicacmia” 
may develop. 


1. In the first instance 
(if the effusion and in-* 
fection remain localized 


the patient’s general con- 


dition is good) there aro 
signs of a local inflam- 
matory focus and further 
neglect of the condition — 
will result in abscess 
formation and the estab- * 
lishment of a faecal 

. The secon : 
bility is accompanied by 
all the signs and sym- 
ptoms of a general peri- 


Suture of tho duo- 
denum is facilitated when 
the intestine is mobilized == 
in the manner suggested ; 
by Kocher by incision of the parictal peritoneum on the 
outer side over the right kidney. 


TaRLA of Cases of Wounds ef Duodenwi. 
No. Position of Woitnd. Complications. Treatment. Result. 


1 Junction of first and Wound of liver | Suture Died, 
| second parts | 
2, Junction of first and Perfc vation of colon Suture Died. 
second parts i j 
Junction of first and ‘Perforation ofeolon Suture Died. 
second parts and liver | (colostomy) 


Complote division of Perforation of the Suture and Wied. 
second part of duo-. stomacii,ruptured gastro-en-, 
denum - | kidney and liver terostomy | 


5 ' Perforation of third , Perforation of kid- Suture |Recoyery 
portion of duo- ney i 


denum 
6 | Perforationofsecond Perforation of liver) Suture |. Died. 


nortio. and colen 
Wotnps or Coton. 
Morbid Anatomy. 


Effusion from a wound of the colon has a tendency to 
become shut off and localized, more especially when the. 


wound occurs in the ascending or the descending colon. 


tn late colon wounds it is common to meet with a collection - 
* of faccal and semipurulent matter entircly shut off and — 


opening into the underlying colon. 

* Effusion from a wound of the colon too often extends 
into the retrocolic and retroperitoneal tissues. When 
this occurs the result is frequently fatal; absorption of 
the extravasatéd material appears to occur very rapidly, 
and an extremely virulent septicaemia is established. In 


% wound of the colon of fifteen hours’ duration, we have» 


fonnd post mortem the evidence of an intense septicaemia 
and hacmorrhages in splenic tissue, multiplo septic throm- 


Fic. 14.—Builet wound of colon. Note the comparatively large 


‘the bleod and from the visceral lesions. - 


. tonitis—the peritonitis is 
- | «generally an acute and 
.. & In -the third in- 
stance the. features of an intensely rapid septicaemia 
appear. The signs may appear and develop with startling 
suddenness: Patients suffering from this condition have 
generally a grey pallid appearance, and it suggests that 
there has becn at extensive loss of blood, but investiga- 
tion of thé history will show’ that ‘this has not been 
the case.:-There is restlessness and great uneasiness. 
Signs of delirium. appear and become established. The 
pulse is characteristic: from the normal rate it very 
rapidly increases, so that in the course of a. few hours 
it may have reached a speed of 150 a minute. Tho 
respiration rate increases until it reaches 40 to 50 a 
minute. 

~The temperature behaves variously; in the most intense 
cases it falis to subnormal and remains so, in less acute 
cases it rapidly rises to a considerable height (104° to 105°), - 
and shortly before death it falls with a crisis. Vomiting 
is common, frequently in mouthfuls, ultimately resulting” 
in acute dilatation of stomach. Before death the delirium 
passes into complete loss of consciousness, and the extremo— 
general pallor is replaced by a slightly jaundiced appear- 
ance. ‘The abdominal signs are primarily these of’ 
localized infccticn. Later the abdomen becomes markedly 
distended; there is not the same degree of tenderness or 
muscular rigidity as one associates with a generalized . 
peritonitis. 

Post mortem the signs are those of an acute septicaemia, * 
with marked congestion of the viscera; frequently there 
are haemorrhages throughout the substance of the 
spleen. The Bacillus perfringens -has been isolated 


Treatment. 

We have drawn attention to the liability of wounds of 
the colon to become loealized, and this fact has a bearing 
on the operative treatment. The bearing is that if the- 


patient- comes -under treatment at a period<longer than. — 
tsventy-fonr hours after the receipt of ‘the injury, it isa- 


| 

| | 
| 

| 

| 


PERFORATING WOUNDS OF THE ABDOMEN. 


[MARCH 10, 1917 


‘wise principle, primarily at least, to enlarge the original 
wound, on the possibility that the infection is becoming 


localized. At an earlier period than twenty-four hours it | 
is probably better to open the abdomen through a separate _ 


incision. 

We have been impressed with the risk run of over- 
looking injuries to the colon; the risk is greatest when 
the wound lies in one or other of the flexures of the gut. 

The actual operative treatment may be summarized in 
the following methods: (1) Simple suture; (2) suture with 
a@ proximal colotomy; (3) colotomy at the site of injury. 
The operation of resection may be left out of account; it 
is rarely advisable to practise it in this type of surgery. 

At first we followed the practice of a proximal colotomy 
in combination ,with the operation of suture. There are 
the obvious advantages that it increases the safety of the 
suture, while it obviates the passage of faecal matter 
through the damaged gut. At this time we were sus- 
picious regarding the viability of the line of colon suture, 
and we felt that the colotomy added greater security. 
Later we recognized that the performance of proximal 
colotomy was rarely necessary, and we have therefore 


- almost abandoned its use. We now reinforce the suture 


line by an omental graft. We believe that our results 
have improved since we have altered our procedure. 

When the wound of the colon is very extensive colotomy 
at the site of injury is the only possible procedure. 

We believe that all wounds of the colon should receive 
very thorough local drainage. In wounds of the ascending 
and the descending colon we have been impressed with the 
advisability of draining the retrocolic space by a tube 
passing into the loin. The establishment of efficient local 
drainage is the means of lessening the likelihood of 
development of infection of the retrocolic tissue and the 
establishment of colon septicaemia. 


TABLE III.—Results of Colon Wounds. 
; Total cases, 85. 


Bullet wounds ... ove 
Shell wounds ... 42 
Bomb and grenade wounds... 
Complicated wounds ... 64 
freatment: 
Simple suture ... one 55 
Suture with proximal colotomy 
Results: 
Died 


* That is to say, colotomy at the site of injury. 


Wovunps or Rectum. 
Morbid Anatomy. 

Wounds of the rectum may be intraperitoneal, extra- 
peritoneal, or a combination. The entrance wound is 
generally in the buttocks. Of all possible types of wound, 
that most commonly met with is the wound of the auiterior 
wall of the rectum, low down and immediately above the 
floor of the pouch of Douglas. The wounds are nearly 
always complicated by compound fracture of the pelvis or 
wounds of the small intestine or bladder. 

There is liability to severe bleeding from the large 
pelvic vessels in close relation to the rectum. Unless the 
wound is large, it is unusual to find intestinal contents 
escaping to any degree. . 


Clinical Features. ; 
There are all the features which one associates with 
injury to the abdominal viscera; in the early stages the 
symptoms are ill defined and are liable to be overlooked. 
Recent haemorrhage is usually found escaping from the 


rectum. There may be retention of urine, and if urine’ 


is voided, pain is complained of in the region of the 
bladder. 

In uncomplicated wounds of the rectum the degree of 
shock is not severe. 


Treatment. 
It is necessary in every case to explore the abdomen. 
It is possible that beyond an infiltration of blood in the 
— tissues, no wound may be found. In such a case 
e injury is probably extraperitoneal, - 


If an intraperitoneal wound is discovered, it is sutured : 


with a primary layer of catgut and a series of linen thread 


Lembert sutures. The question has then to be considered | 


whether or not a temporary colostomy is necessary. If 
the wound in the rectum is severe, it is advisable to do a 
temporary colotomy. The problem of whether an inguinal 


or a transverse colotomy be performed must be decided: 
by such points as the situation of the surface wounds, - 
and the degree of damage and position of the rectal . 


wound. * 


-. Transverse colotomy has the advantages that it is more — 


easily controlled, that the restoration of the continuity of 
the bowel is more easily accomplished when the need for 


the artificial opening is past, and that should surgical . 


interference be necessary later in order to repair the 
damaged rectum, the pelvic colon can be mobilized and 
brought down to the injured part. 

If itis found that the wound of the rectum is extra- 
peritoneal, the entrance wound is opened up and efficient 
drainage established; in fact, in every case of wound of the 
rectum it is advisable to open up the entrance wound very 
thoroughly, as this diminishes the risk of a subsequent 
pelvic cellulitis. The question of whether a colotomy is 
necessary in an extraperitoneal wound must be decided 
by the character and position of the wound. 


TaBLE IV.—Results of Wounds of Rectum. 
Total cases, 10. 


Bomb and shell wounds ats 
{Complicated wounds .., one 
Treatment : 
Drainage and colotomy 
Results 


WounpDs oF THE BLADDER, 


Morbid Anatomy. 

The missile may reach the bladder laterally, antero- 
posteriorly, or from above or below; the relationship of 
the wound to the peritoneum will vary according to the 
portion of the bladder which is injured. 

Complications are exceedingly common; generally the 
pelvis is fractured, frequently the hollow viscera are 
injured—the small intestine or colon. 

The missile may be arrested inside the lumen of the 
bladder, and this is most likely to occur when the projectile 
enters the full bladder. If the bladder is empty when hit 
there is more likelihood of there being entrance and exit 
wounds. 

We have seen a non-penetrating bullet wound of the 
abdominal wall, sustained by a man with a full bladder, 


produce a large intraperitoneal rupture of the posterior | 


wall of the bladder. 


Clinical Features. 
The clinical features are generally disguised by the fact 


that they are complicated by the sigus and symptoms of ~ 


other wounded viscera; occasionally there-has been an 
opportunity of observing an uncomplicated case. 
The features are those of a slowly developing peritonitis 


with at first local pain over the bladder and afterwards — 
general abdominal pain. If the patient can void urine” 


haematuria will probably be present. Urine, however, 
may be discharged into the peritoneal cavity in such 
quantity that none is passed by the urethra. 


When the wound is extraperitoneal, dullness appears - 
above the pubis and there is tenderness and rigidity over - 


the lower abdomen. The infiltration spreads in the pelvis 


and escapes by the sciatic notch into the buttock, by the . 
obturator foramen into the upper part of the thigh, or . 


along the inguinal canal into the scrotum. | : 
The use of the cystoscope is not of diagnostic value as 
distension of the viscus cannot be obtained. 


Subjectively there is. pain, tenesmus, and frequent 
desire to pass water with inability to do so; often a few . 


drops of blood are passed after much straining. Rectal 
spasm may also be present. Urine mixed with blood may 


_| escape from the wound, 
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_ In the intraperitoneal variety the abdomen iso i and 
explored, the tear in the bladder wall sutured and drainage 
of the pelvis established. We afterwards tie in a urethral 
catheter in order to prevent ovordistension of the viscera, 
and so avoid strain upon the sutures. : ee 
When the rupture is extraperitoneal a suprapubic in- 
cision is n.ade down to the bladder and the anterior wall 
examined. if the rupture is easily accessible the wound 
is sutured and a suprapubic drain inserted in the bladder. 
If the rupture is inaccessible, the bladder is drained supra- 
pubically, and if necessary a counter drain is inserted in 
TABLE V.—Results of Bladder Wounds. 
Total cases, 14, 


Bomb and shell wounds 
Suprapubic cystotomy «wid 

Suture oe we 4 
Results : 

Recoveries ore ace ace one 4 
Died ose ese ese 


Wotnbs or Kipyry anp Uneter, 
Morbid Anatomy. 

A certain proportion of kidney wounds are slight, more 
especially those in which the edges or poles are affected. 
When the centre of the body of the kidney is injured, the 
damage is severe and the kidney may be found to be rup- 
tured into several portions. But the apparent triviality of 
the kidney wound is sometimes no guide to the organic 
disintegration which occurs; even in the slightest wounds 
the organ often shows extensive microscopical changes: of 
minute necrosis and haemorrhage. 

‘The bleeding is not as a rule excessive, unless some of 
the larger vessels have been divided; as a rule it ceases 
spontaneously. 

_ Generally blood is present in the urine; occasionally 
the pelvis of the kidney and the upper end of the ureter 
becomes blocked by blood clot and this sign is then in 
abeyance. 

Haemorrhage from the kidncy extends widely over the 


- retroperitoneal tissues, and if an infection develops in this 


region the result may very easily be fatal. 


Clinical Features. 

The first indication that the kidney has been damaged 
is generaily got-from the position of the wound. One 
would reasonablyexpccthaematuria to occur, but, as wo 
have pointed out, under. certain conditions this sign may 
be absent. When the wound is uncomplicated, involving 
the kidney alone, the physical signs are those of a retro- 
peritoneal injury; the gencral condition is good, the pulse 
xate’ being only slightly increased. The local signs are 
those of partial fixation and rigidity of the abdominal wall, 
tenderness on palpation.usually-confined to one-half of the 
abdomen, and occasionally the presence of fluid, demon- 
strated by percussion in one or other flanks. 

* Generally speaking there are three possi ative 

procedures which os may be called upon to Govt: 

@) Simple drainage ; (2) suturing the kidney; (3) nephrec- 
m - 


Simple drainage will be the operation of choice in the 
majority of cases; we would modify any former ‘remarks 
by saying that in many cases in which formerly we would 
have removed the damaged: organ we now rely upon 
efficient drainage, leaving a nephrectomy, if necessary, 
until.a later-date. ‘To expose the viscus we employ a 
vertical posterior incision. Suture of the damaged kidney 
we have only employed in: one instanco—the viscus was’ 
almost severed into two halves by a horizontal téar on its 
posterior surface’; with a view to saving the organ, and as 
the bleeding was not severe, the two halves were stitched 
with interrupted catgut‘‘sutures: The result was vinsatis- 
factory, for sepsis developed ‘with disastrous results. a 
- The indications for nephrectomy ave extreme laceration 
of the kidney, and haemorrhage from the largér renal 
vessels. As it is very often necessary to examine the ‘b- 
dominal viscera in addition to dealing with the kidney, we 
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origiually removed the through ‘an anterior incision, 
We believe that this operation is associated with very con- 
‘siderable shock, and that it is advisable first to explore tho 
abdomen anteriorly, afterwards removing the Sammaged 
kidney through a lumbar incision. 
VIL—Results of Kidney Wounds. 
- Total cases, 29, : ; : 
Bullet wounds ove on 8 
Shell and bomb wounds ~ 
Pure kidney wonnads ooo ee 
Complicated kidney wounds J 
Right kidney affected ... 16°: 
Recoveries eee oe eee 17 


Wounds of the right kidney ave more fatal than wounds 
of the lett kidney. This.is shown by the following table: 


Died, 12 cases. 


Le kidney ‘eco eco eos eee - 2 
Both kidneys soo eco eee oe 2 


Wotnp oF 
We have had two instances of this injury, and we offe? 
no comment beyond briefly describing the cases. 


. 

The man was shot at close range by a machine gun bullet. 
On operation there were’found to be eight perforfations in the 
small intestine. In addition to blood, the abdominal! cavity 
contained a quantity of fluid, apparently urine; this was foun 
to have escaped from a wound of the left ureter, when it passed 
into the pelvis. As the patient’s- general. condition was grave, 
no attempt was. made to repair the ureter wound, but a - 
drainage tube was sutured in position, and drainage was-also 
established in the flank. After the second day there was no 
discharge of urine, and” the patient “made an uneventful 

CASE II. 

A man was wounded by a shrapnel bullet which entered just . 
below the left anterior superior spine of ilium. The entry 
to the peritoneal cavity was found on the left lateral wall of the 
true pelvis close to the commencement of the rectum. — . 

Four perforations were found in the ileum with considerable 
damage to the mesentery of the gut. Resection and lateral 
anastomosis was done. A shrapnel bullet was removed from 
the recto-vesical pouch. The abdomen was closed, and the 
entry wound in the left-side was drained with a large tube. 

For the first two days following the operation clear urine 
came away in quantity through the wound in the left side. No 
urine was discharged after this time, and the patient made a 

or 
Morbid Anatomy. wet 
' Wounds of the body of the spleen pass through the 
organ without producing extensive damage. There is a 
sinall central perforation with radiating fissures. i Rise 

When either pole of the. spleen is wounded the 
is more extensive, and sometimes one or other po 

In one instance we have met with a curions type .of 
injury to the spleen. The man was wounded by a rifle 
bullet in the lowest rib at the posterior line. 
Upon opening the abdomen the cavity was f to be 
full of blood, the spleen was. disorganized into a mass of 
bleeding pulp, the lower ribs were fractured and their 
sharp ends had been driven into the spleen, and the re- 
peated movement of respiration had continued the damage 
thus begun. The damage was so extensive that splenec- 
tomy was necessary. ' 

hen the wound involves the hilum the bleeding is 
intense; ‘in other situations it has a tendency to cease 
spontaneously, and it is very readily controlled. ~ - 


Wounds of the spleen are nearly always complicated: by 
wounds of one or tho 
left kidney, the left pleural cavity, and the splezic flexure 


| 

| 
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of the colon. It is interesting to note that wounds of the 
spleen and the stomach ave very rarely associated. 


Clinical Features. 

The clinical features are best described by quoting the 
history of two uncomplicated cases, one observed early, the 
other late. -The first case was observed about six hours 
after the injury was sustained. The general condition was 
wonderfully good; the pulse being only 88; there was some 
muscular rigidity along the left side of the abdomen; the 
abdominal. cavity.contained a. quantity of free fluid; the 
temperature was normal. These signs, together with the 
entrance.and exit wounds, were the only clinical evi- 
dences. The second case was different in so far as 
forty-eight hours had elapsed: since the receipt of the 
injury; during: that time haemorrhage had been con- 
tinuous. ...When.. admitted the patient was pulseless, 
there were all the evidences of- intense haemorrhage, the 
abdomen was distended, rigid, and contained a large 
amount of fluid. 4 

-Treatment, 

The treatment of wounds of the spleen varies according 
to the degree of damage sustained. A small penetrating 
wound unassociated with much bleeding is better left 
uninterfered with. Wounds accompanied by extensive 
destruction of the organ, or complicated by severe bleeding 
—for example, wounds ‘of the hilum—are best treated by 
removal of the organ. The middle group of cases are 
those with a limited wound of the region associated with 
moderate bleeding; the local treatment of these consists 
in arrest of the haemorrhage and, if possible, closure of 
the wound in the spleen; these.desiderata can be attained 
by the use of sutures and packing. 

In gaining access to the spleen we have generally used 
an incision parallel to the costal margin. : 


“TABLE VII.—Results of Spleen Wounds. 
Total cases, 14, 


Bullet wounds ... ooo ese 
Bomb and shell wounds eee eee eee 6 
Fragment of earth oon ove oo 
Treatment: 
Suture ... eve oo ove 9 
Results: 
Recoveries ove eve ore 9 
ied ose ooo ove eee 


Wounps oF PANncrEas. . 


We liave had only one instance of undoubted wound of 
the pancreas, and we quote the case without remark.. 


There was a bomb wound of the left loin. The abdomen 
showed all the signs of injury to the abdominal viscera, the 
signs being most marked in the upper abdomen; there was 
persistent sickness. 

The abdomen was opened in the middle line; there was some 
free blood in the peritonéal cavity. Examining the stomach, 
the gastro-hepatic omentum was found to be perforated and the 
lesser’‘curvature of the stomach-torn; the coronary artery was 
divided and bleeding. The posterior wall of the stomach-was 
exposed but no perforation was found. There was a quantity 
of free blood in the lesser sac of the peritoneum. On examining 
the pancreas it was found tobe perforated through and through, 
immediately to the lateral side of the aorta; the projectile was 
finally found embedded in the left lobe of the liver. 

A rubber tube was sutured to the anterior wall of the pancreas 
and brought to the surface above the stomach through the 
gastro-hepatic omentum. No complications developed and the 
patient made a good recovery. 


Wounps or Liver, Gatti AND Ducts. 
In discussing wounds of this region we shall bring a 
series of cases under review, but it must be understood 
that only a certain proportion of these required operation. 


Morbid Anatomy. 

_ The close relation of the right pleura and lung to the 
right lobe of the liver is responsible for the fact that a 
wound of the liver is very frequently accompanied by 
damage to the overlying lung or pleura. This*fact is 
important; as the latter condition is apt to be overlooked. 
We haye seen a case in which the lung wound had been 
unnoticed until the degree of fluid in the right pleura 
actually endangered the patient’s life. It would appear to 
be unusual to have mach destruction or disruption of the 
liver tissue; probably for this reason the occurrence of 


post-traumatic jaundice is uncommon. There is generally 
an escape of blood into the peritoneal cavity, and occa. 
sionally it can be demonstrated in the retroperitoneal 
tissues. 

We have only two instances to record of wounds of thé 


its entry into the gall bladder, and a wound of the commor 
duct. Duct wounds are so frequently accompanied 
injury to large vessels that the result is generally fatal 
before they can be given surgical assistance. 
We have on two occasions met with wounds of the gall 
bladder—once with a wound of the cystic duct, and once 
with a wound of the common bile duct. 2 oi 


Clinical Features. 

The clinical features may be remarkably scanty. If the 
wound has involved the lung and pleura the pulmonary 
signs frequently disguise the abdominal features. Generally 
pain is complained of over the liver and beneath the right 
scapula. The pulse, temperature, and more especially: the 
respiration, are increased. ‘There is usually some rigidity 
of the upper part of the abdominal wall; we have observed 
that the rigidity is increased and becomes more generalized 
when there is a-considerable -effusion-of blood into the 
peritoneal: cavity. By percussion an effusion can some- 
times be demonstrated in the right iliac fossa. One would 
expect greater interference with the excretory function of 
the liver than is actually the case. On only one occasion 
have we seen a large effusion of bile into the peritoneal 
cavity. Post-traumatic jaundice is exceptional, and when 
it occurs it generally indicates a septic change secondary 
to the wound. There is no alteration in the bile contents 
of the faeces, and the urine is free from bile. 


Treatment. 

We have only operated on such cases as showed pro- 
gressive haemorrhage, or which, from the clinical features, 
we suspected to be complicated by wounds of other viscera. 
In one instance we operated for a wound of the cystic duct. 
In another instance a late operation was necessary on 


cavity. 

We. have employed Kocher’s paracostal incision or the 
angled incision recommended by Mayo Robson; both in- 
cisions have given excellent access. The operation has 
generally been confined to investigation, plugging, and 
drainage. . . 

TABLE VIII.—Results of Liver Wounds. 
Total cases, 33. 
Bullet wounds ... ove ove 15 


Shrapnel bullet wounds ooo wo, 
Pure wounds of liver... 


. Complicated with wounds of thorax... aes 
Complicated with wounds of abdominal viscera 11 , 


Results 
Recoveries eee ode ove ove ere 19 


GENERAL REMARK3. 

We are convinced that in the vast majority of cases of 
penetrating wounds of the abdomen operative measures 
offer the best chance of success. We would qualify the 
statement by excluding from the category uncomplicated. 
wounds of the liver and certain wounds of the kidney and 
spleen. When the wound affects the hollow viscera of the 
abdomen we are satisfied that it is only as the rarest 
exception that a spontaneous recovery occurs. When 
these cases arrive in hospital they are almost universall 
in a state of intense collapse. We have therefore found it 
advisable to wait for a period of from one to two hours, 
until the increased shock of the journey has subsided. To 
this rule we make one exception—those cases which show 
evidences of rapid or progressive haemorrhage; in such 
cases the risks attendant on immediate operation are 
undertaken. We have occasionally found that these 
patients arrive.in hospital having been very heavily dosed 
with morphine, which greatly militates against their 
eventual recovery; very rarely should the amount of half 
a grain be exceeded. We believe that this is an important 
detail in the pre-operation treatment of these patients. 

During the interval of waiting it is difficult to decide 


whether or not active stimulant measures should be 


ducts—a case in which the cystic duct was divided close tq 


account of the accumulation of bile in the peritoneal. 


: 
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adopted. These cases are generally complicated by some 


degree of haemorrhage, and‘ stimulant measures in all 


probability tend to increase the bleeding. We therefore 
limit the pre-operation stimulation to getting the patient 
thoroughly warm and administering 1 c.cm. pituitary 
extract hypodermically. 

' During the operation every precaution is taken to 
minimize the degree of shock. The theatre is thorough] 
heated, the table is provided with a hot-water bed. 
Lately we have found it advantageous to operate on these 
cases while they are in the Trendelenburg position. 

" Immediately before the operation commences the 
administration of subcutaneous saline by a Lane’s bag 
is begun, and it is continued throughout the operation; 
3 to 4 pints of fluid ave frequently given in this way. We 
have tried several different methods of anaesthesia. We 
have had good results from the use of spinel anaesthesia, 
but there is difficulty in obtaining the freshly prepared 
anaesthetic, and it would appear that this is an important 
detail. In two instances we have had patients collapse 
suddenly after the administration of this anaesthetic. 
More lately, and on the suggestion of a paper by Yandell 
Henderson, we have empioyed closed ether anaesthesia. 
His paper adduced evidence that by this method of 
anaesthesia shock is considerably lessened. 

’ We have made great use of the method of warmed ether 
administration, using the apparatus supplied by Mayer 
and Meltzer. During the past four months we have had 
considerable opportunity for using ether intratracheal 
anaesthesia. in surgery of the upper abdomen we have 
found it very pleasant to work with, but we do not favour 
it as a general routine in abdominal surgery. There is a 
type of case which is, we believe, suitable for intravenous 
ether anaesthesia, namely, cases wiu.ch are obviously very 
coil psed, and yet which demand urgent operation. Our 
experience of this method, however, in this type of case 
does not exceed some six cases. 


Operative Technique. 

Briefly, the operative technique which we have 
employed is as follows: 

The abdomen is opened in what would appear to be the 
most suitable situation, and generaily m the middle line. 
‘A large incision is employed. If the abdominal cavity 
contains a large quantity of blood, enough of this is 
rapidly swabbed away with a long roll of dry gauze to 
clear the view. A systematic examination of the various 
viscera is now carried out. We begin by picking up the 
‘caecum end recognizing the ileo-caecal junction; we work 
back rapidly along the whole. length of small intestine, 
exiunining not only the gut but also its mesentery. The 
large intestine 1s reviewed, special attention being paid to 
the various flexures. If necessity arises the stomach on 
both aspects, the duodenum, tle liver, and spleen, are 
‘examined. It is a wise precaution to palpate both 
kidneys, especially the left kidney, in cases of damage to 
the spleen. The pancreas is reviewed during the examina- 
tion of the posterior wall of the stomach. ‘The pelvic 
viscera are examined last, and to facilitate their ex- 
amination the residual haemorrhage is more completely 
cleared away. 

Where areas of obvious soiling and sepsis are present we 
mop away the infecting material, afterwards swabbing 
the part with warm eusol. We have entirely given up 
‘systematic washing out of the peritoneal cavity. 
Drainage is called for less often than one would expect. 
‘We entirely close up all wounds of solid viscera and the 
‘majority of cases of wounds of the stumach and small 
intestine, exception, of course, being made where there 
is very obvious soiling. 

In- wounds: of. the ‘colon, however, the question of 
‘drainage is on an entirely different footing ; these wounds 
cannot be drained too thoroughly, more especially the 
fixed portion of the colon, the ascending and the descend- 
ing; the drainage should be established’ as much as 
possible in the loin. Unless it is already infected, great 
care should be taken to avoid opening and so infecting the 

‘retrocolic tissues. j 

When the seriousness of the patient’s condition demands 

great celerity, we close the abdominal wall with through- 
‘and-through sutures of silkworm gut, guarded when they 
.pass over the wound junction with small pieces of capil- 


“Doyen’s handled needle. 


_Jary rubber tubing; in the insertion of these we employ a 


Throughout the operation speed is an important factor, 

coupled with every possible avoidance of slock. - Anat 
_ As regards the post-operative treatment, special atten- 

tion is paid to the administration of fluids, for choice by 

continuous rectal salines and by subcutaneous infusions. 

We have noticed that acute dilatation of the stomach is 
an occasional complication in the post-operative history.’ 
It occurs subsequent to intraperitoneal wounds, and also’ 
secondary to retroperitoneal wounds and infection. About 
forty-eight hours after the operation the patient complains’ 
of epigastric distension and a feeling of sicknéss, frequent 
mouthfuls of stomach contents ate evacuated; and, later, 
large quantities of foul fluid containing bile and retaitied 
pancreatic juice are vomited. The signs ‘and symptoms 
somewhat suggest a general septic peritonitis, but the dis- 
tension and discomfort are at first, at any rate, localized to 
the epigastric region. _ f 

Tn its early stages the complication is easily arrested by 
stomach lavage, and if signs of repéated sickness tome oni 
we at once pass the stomach tube. ‘The process may have 
to be repeated several times before relief is complete. ; 

In operating on these cases we have purposely avoided 
the use of gloves, for by doing so we believe that we have 
diminished the length of time taken up by the operation. 

In dealing with the post-operative treatment, mention 
must be made of our experience of Sa:mpson Handley’s 
operation for peritonitis; Sampson Handley original! 
recommended the operation in cases suffering from pelvic 
peritonitis secondary to appendicitis and producing a con: 
dition which he called “ileus duplex,” the obstruction 
being in the lower ileum and the pelvic colon. The operation 
consists in anastomosis of the lower ileum to the pelvic colon, 
or, under certain conditions, of the lower jejunum to the 
transverse colon, a caecostomy being done in each instance. 
After certain cases‘ of wounds of the intestine a ‘slowly 
developing peritonitis appears; it is most marked in the 
pelvis, and pathologically it. produces a condition of ileus 
very similar to tliat which Sampson Handley describes. 
In four cases we have performed-the sugyested operation, 
in three cases anastomosing the lower ileum to the pelvic 
colon, and in one instance the lower jejunum to the 
transverse colon. 

In one case the peritonitis was so intense and so general 
that the patient succumbed on the following day. In the 
other three cases ‘the patients survived for five to seven 
days after the operation. _For about three days there was 
an improvement, the bowels moving and sickness being 
arrested, but from this point the peritonitis appeared to 
re-establish itself and to progress with results eventually 
fatal. The operation was of temporary benefit, but it did 
not arrest the eventual development of the inflammation. 

The diagnosis of perforating wounds presents little diffi- 
culty, and in any case of doubt it is well to err on the safe 
side, opening and exploring the abdomen. : 

Wounds of the back and loins invading the retropéri 
toneal space are the type which most frequently simulate 
true perforating wounds; they may be excluded’ by the 
fact that in these cases the general condition is good, that 
the pulse rate shows only a moderate increase, that there 
is not the sa.ne degree of rigidity as is found in true per- 
forating wounds, and that there is not the same tender- 
ness on palpation of the abdominal wall. es 


The prognosis of these cases depends upon a great 
variety of features. Some of the features which affect the 
‘prognosis are entirely incidental ;. take, for example, such 
an instance as the following : - : 
_ Some time ago a party of Australians were caught in 
billets under heavy shell fire. Six of them suffering from 
abdominal wounds were- admitted under ‘under our care; 
-five of the cases suffered from penetrating wounds of the 
‘small and large intestine, the sixth from a penetrating 
wound of the stomach, Within twenty-four hours after 
operation every one of these cases developed infection 
with a yas-producing organism; the infection was in the 
_intraperitoneal tissues. All the intestinal cases died, only 
the stomach case survived. 
It was interesting to note that these patients were all 
men who had fought in the Gallipoli campaign, and all of 
them wore the same uniform as they had ased in Gallipoli ; 
it was apparently highly infected with organisms, and it 
was from the carrying in of portions of torn uniform by the 


‘shell fragments that the-fatal infection developed. -This. 
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_ experience illustrated one of the accidental features which 
ects the p is of abdominal wounds... 

. This is an interesting fact:.it has been our \ 

that uncomplicated wounds of the small intestine, which 

are suitable for treatment.by the operation of suture all 


experience 


recover; the operation is no more serious than an append- . 


ectomy. Lately we bad a case which showed fifteen 
rations thronghout the length of the small intestine, 
tall were suitable for suture, and an uneventful recovery 
. Stomach wounds offer quite a good pepamonie when they 
-are uncomplicated, but unfortunately this last desideratum 
is. very rarely present. 
; .Wounds of the colon, even when uncomplicated, demand 
@ grave prognosis. The gravity arises from the liabiity 
which there is of infection of the retrocolic and retro- 
peritoneal tissue. 
- In uncomplicated wounds of the solid viscera a good 
prognosis may be given. 
. But, as we have said in a former paper, there is this fact 
to be recognized, that one must be prepared for repeated 
most bitter. disappointments; yet, when a series of cases 
is reviewed, the gains seem infinitely greater than the 
losses. The prognosis, of course, very largely depends on 
the degree of the injury sustained; but an even more 
important factor is the length of time which has elapsed 
since the injury was sustained. Early operation offers 
the best and surest chance of ultimate success. In re- 
viewing the statistics of the results of such operations as 
these it is impossible to consider the question en masse. 
Each individual case must be. considered, for the chances 
of suecess depend upon so many. factors that it varies 
enormously in different instances. 
. .We_wish to acknowledge our indebtedness to Colonel 
Cuthbert Wallace, A.M,S., Colone! . Hewetson, A.M.S., 
sLieutenant-Colonel Wear, R.A.M.C.(T.), Lieutenant-Colonel 
Frankau, R.A.M.C.(T.), and to the officers of No.3 Mobile 
Laboratory, i 


ABDOMINAL INJURIES. EN. A CASUALTY 
CLEARING STATION. 
BY 


RAMCAT.)« 


t 


“Mason A. DON, F 


‘In civil life, when a surgeon was confronted with an acute 
‘abdomen, his advice, if he saw the case in time, would 
always have been unhesitatingly “eéxploratory laparo- 
‘tomy.” In fact, that term stood for diagnosis, treatment, 
‘and prognosis. all in one. Out here we hesitate.’ Some 
‘of the cases get well under expectant treatment, and it is 
‘then never known for certain what, if any, injuries they 
have had; others die, and even if post-mortem examina- 
“tions reveal the causes of death, one cannot be sure what 
“would have been the result of operative interference.~ * 
“There seems, however, no reason to de ‘from our 
‘previous pre-war attitude. We have learnt a good deal, 
and advanced considerably, thanks to the work of Surgeon- 
_General Bowlby, Colonel Wallace, and others in this field. 
An abdominal injury now means to most of us “see and 
treat,” not “wait and see.” Even if the patient be in 
extremis, there is a better chance by operation. There is 
.often none after waiting. Even in the presence of. ad- 
‘vanced peritonitis an operation with arene has occa- 
‘sionally succeeded, and the suggestion of ‘high entero- 
“colostomy put forward: by Mr. ipson Handley in the 
Mepican .Journat (April 8th, 1916) seems ‘a 
“distinct advance on the treatment of peritonitis ‘by 


e. 

In many cases there is merely a continuous haemor- 
rhage going on, and, when that is so, the chance of 
_Tecovery, even in the most serious caso, is good, once the 
haemorrhage is arrested. Ether anaestbesia and saline 
‘always bucks a patient up a little, and haemorrhage from 
‘ abdominal injuries is by far the commonest cause of death 
“witliin the first twenty-four hours. Peritonitis is a later 
-danger, arising from rupture of @ hollow viscus, or infection 
‘ of the effused blood, and except in wounds of the stomach 
_and upper part of the small intestine, where the contents 
‘are acid and irritating, peritonitis does not produce at first 
 paitfal and alarming symptoms or so great shock as ‘doés 


imple higemorrhage, “The escape ‘of the contents of the 


7 


, small intestine lower down, and of the colon, is rare in 
eases seen early in the casualty clearing stations—say 
| during the. first twenty-four hours, It seems. as if the 
_ bowel were so completely paralysed by the blow caused 
by the rapid transit of the missile that no movement takes 
place for at least twenty-four hours, and infection only in 
the track of- the wound is found on opening the abdomen, 
So slight may be the change in position of the bowel that 
the injured part is almost with certainty located at once, 
on opening the abdomen, lying just beneath the wound, 
Perhaps the morphine usually administered in the field _ 
ambulance helps to produce this effect, while the motor 
ambulance journey from the front may help occasio 

_to cause escape of bowel contents. Wounds of the stomach, 
the contents of which are often aseptic, may get sealed up 
by omentum or otherwise during this period of quiescence, 
and such wounds may heal without operative treatment 
if the patient is kept quiet and food withheld, but it is a 
hazardous chance totake, 


plat INDICATIONS FOR LAPAROTOMY. 
_ The indications for laparotomy would seem to be pain 
and rigidity of the recti, and marked shock or signs of 
haemorrhage, When these symptoms are fhm the 
diagnosis of serious intra-abdominal lesion is certain in 
nine cases out of ten, and in the tenth or doubtful case no 
harm will come from exploring.. But there are ways and 
ways of exploring, and one of -the most deadly is to even- 
trate the whole contents of the cavity all at once. It is 
an excellent method of finding the damage quickly, but it 
is equally quick in killing the patient by shock. _ , 
Pain varies in degree, but haemorrhage pure and simple 
into the peritoneal cavity has seemed to cause more pain 
and greater early mural rigidity than any other condition, 
It is not easy to explain this almost constant feature, 
There is practically no immediate peritonitis in pure blood 
effusion. The intestines, away from the point of injury, 
are normal in appearance in every case. There are no 


| flakes of lymph, and yet the patient may have been 


alarming the whole ward by his shouts and moans, and 
have his recti as tense as boards. The amount of blood in 


| the peritoneal cavity is often extraordinary, and bleeding 


is generally still going on. This last feature is in part 
due to the pumping effect of respiration in .producing a 
vacuum at every inspiration. or the abdominal cavity 
becomes 2 rigid closed cylinder into which the blood is 
sucked from the. wounded vessels by each upward move- 
ment of the piston—the diaphragm. Nature’s method of 
minimizing this pumping effect may be to keep the 
walls of the cavity taut. Wounds of the liver, colon, 
and spleen give rise toa most speedy hacmorrhage, but 
ne may find the abdomen full,of blood from rupture 
of one vessel in the omentum or mesentery. _ The 
facial expression and pallid appearance is that of 
haemorrhage more than of shock or of peritonitis—the 
well known “ facies hippocratica.” The abdominal wall, 
tense_and retracted. at first, becomes later full and plump, 
suggesting to the eye an ascitic condition. Dullness in 
the flanks and fluid in the pelvis may be made out, if 
searched for. The pulse is small, thready, and rapid. 
Everything suggests urgency. Nothing is to be gained by - 
delay, and these cases are sent to the operating theatre as 
soon as it ean be. got ready. One cannot but deplore the | 
loss of time due. to the distance the patient has had to— 
travel, the consequent great loss of blood and the shock of - 
.a cold and rough journey from the trenches, to the casualty . 
‘elearing station, and speculate on the advantages to,these 
-cases of a similarly equipped station a mile or two behind | 
In the majority of cases I now prefer to enter by the 
‘wound, which is made the centre of the incision. The — 
‘incision itself goes obliquely downward, in the line of the 
nerve supply, when the wound is dutside thé rectus, and | 
vertically downwards when inthe atea of the recti. An 
elliptical cut excises the wound first completely down to 
‘the peritoneum, ‘and sufficiently wide to give a clean edge. 
The end of the elliptical incision is prolonged, giving an 
‘opening 7 in, to Jin. towards the exit Wone. which may 
even require to bé extended in one'or both directions later. 
I do not hesitate to divide both recti straight across if 
necessary, and to do this quickly I fix the muscles to'their 


“sheaths above arid‘below with safety pins Before dividing 
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them; this prevents retraction, and facilitates suturing 


later. Such wounds heal well. 

-“Ag already mentioned, the injured organ will usually 
be found immediately underneath the entrance wound, and 
this also gives the direction in which one ought to search 
for injuries. The small bowel is examined from above 
downwards or from below upwards, according to the side 
on which the operator is standing. The assistant examines 
oné side and returns the bowel, while the operator examines 
the side next him as he pulls the intestine out. Not more 
than 2ft. of small bowel should be outside at one time. 
This minimizes shock’ considerably, and I am convinced 
that even where the intestines are covered carefully with 
hot saline cloths there is greater shock. It may be the 
contact of a foreign substance or merely of the air, for 
cloths usually become quickly cooled, and the exposed 
bowel as quickly becomes red and inflamed and very much 
distended. ‘The loss of heat must be very great, for the 
shock is considerable, and there is difficulty and delay in 
returning the dilated bowel and suturing the wall of the 
abdomen at the end of the operation. It is curious that 
organs with no apparent sensory nerve supply cause 
greatest shock in surgical handling. - When a rent in the 
bowel: is found, it is immediately dealt with either by 
simple closure or by excision. Two clamps are put on just 


tight enough to prevent slipping, one on either side of the 


part injured, and with their points meeting on the 


mesentery (Fig. 1), The injured part of the bowel between 


Fie. 1.—The dotted line shows the incision ; the clamps are brought 
together in the direction of the arrows for suture. 


the clamps is cut away, leaving an inch of bowel and half 


‘an inch of mesentery outside the clamp for suturing. An 


end-to-end anastomosis is doue immediately. ‘The operator 
requires no assistance for this, and the assistant is free to 
search for and remedy other injuries. I have not had to 
remove more than 1} ft. of small intestine at one place, 


‘even where there were multiple rents and bruising. Care 


must be taken when putting in the inner bowel suture 
otherwise obstruction will occur, as happened in one of 
our cases (Case 1x). I have seen no advantage in excising 
wide of the injuries, as the bowel is usually quite 
normal up to the edge of the rent. One's chief aim 
ought to be ‘speed and short exposure with efficient 
workmanship. 

' The traverse of the missile must not be the only area 


-examined for injuries. Several times in my first cases I 


had to regret not having examined wider, especially when 
bone had been hit by the missile on entering. ‘I'wo cases 
died on consecutive days from perforation of the small 
bowel by splinters from bone, In the first case (Case x1) 
there was a pelvic wound involving the urethra. A-small 
perforation of the peritoneum was noted at the operation, 
and tlie pelvic portion of the smail intestine was bruised, 
but apparently not perforated. At an autopsy two small 
rents were found higher up with a spicule of bone sticking 
in one of them. There was also general peritonitis. ‘The 
other case had a wound of the left costal margin, where 
the spleen and stomach were herniated into the pleural 
cavity through .a rent in the diaphragm. Four perfora- 


. tions were found after death in the jejunum, close together, 


with general peritonitis. In neither of these cases was 


_ there much blood in the peritoneal cavity, but both patients 
-had bled much before operation, and were so bad that 


probably they would not have survived had an abdominal 
incision and suture been added to the other treatment 
which had to be done to stop haemorrhage and repair the 
bladder and diaphragm. 


. The coneussion force of the missile is sometimes so 


great that organs like the liver, spleen, and kidneys are 


ruptured and even completely destroyed without being in 
what one might designate the traversed area. I have not 
found a hollow viscus burst by the centrifugal force or 
concussion wave from the missile, but I have met this 
condition in civil practice and recognize its possible 
occurrence. 

After thorough search has been made through the entire 
abdominal cavity and repair effected, normal saline as het 
as can comfortably be borne by the operator’s arm, is 
poured in from a jug by an orderly and the whole abdominal 
contents thoroughly washed. This should be repeated till 
the saline is almost colourless. Enough fluid is left in to 
fill the pelvis and lumbar pools, but not to prevent easy 
closure of the wound by floating the omentum and intes- 
tines into the operator's way. The stimulation from this 
treatment has always been noted by the andesthetist as 
very beneficial to the heart and respiratory organs. It 
restores a patient who has been causing anxiety almost 
immediately, and I have never noted bad effects from it 
Drainage by a split tube and gauzé wick’ is used 
only where there has been a possibility of leakage of bowel 
contents, not in cases of pure haemorrhage, and latterly 
often not even ‘in cases of perforation, where there is 
no evident soiling. Subsequent peritonitis where haemor- 
rhage has been arrested and all perforations closed las 
AFTER- TREATMENT. 
~ Intravenous salines ‘are given before, during, or after 
operation, as seems advisable. .After the patient is 
returned to bed warmth and quiet is most essential. The 
bed is raised at either end, according to circumstances. 
If the patient is suffering from shock the head is kept low, 
and if there is a liability to périfonitis and a pelvic drain 
has been left the head is raised. The greater proportion 
of the cases are treated in the horizontal position right 
through, and are allowed to lie in the position of greatest 
personal comfort. After the effects of the anaesthetic 
have passed, good results and an absence of thirst may 
be got from Lieutenant Lawrie’s drip method of h 
dermoclysis, or saline enemata may be administered at 
intervals. Feeding by the mouth with tea, beef-tea, and 
milk is begun as soon as patients recover from the 
anaesthetic. An egg-flip with the juice of half a lemon 
and a dessertspoonful of sugar is often appreciated, and 
is given when thirst is excessive and there has been no 
‘high perforation of the alimentary canal. Of drugs, few 
besides morphine before operation and pituitrin when the 
bandage begins to tighten, have been in use. Eserine seems 
to possess no advantages over pituitrin, and I have thought 
its action less certain. A turpentine enema_ relieves 
flatulence if given half an hour after the pituitrin. 

These patients may be sent to the base after six or 
seven days if necessary, but in normal times they are 
retained at the clearing station till all danger is past. ‘They 
should be well wrapped up and dispatched to the train 
with the last ambulance car. 


Wounbs oF .THE VARIOUS ORGANS... .. 
By the time these cases reach us there is little to guide 

one as to the organs injured, and it is just as well, since 
some surgeons advise leaving alone injuries to particular 
organs. It is nearly always. possible to distinguish 
severe haemorrhage from simple perforation of gut. .The 
symptoms of haemorrhage are much more severe by the 
time the cases reach us—generally six to twelve. hours. 
Simple rupture is very apt to escape notice when other 
injuries of a severe nature are present, and the only way 
to avoid mistakes is to follow every missile likely to have 
penetrated the abdomen. 


Liver. > 

Haemorrhage is the chief danger, and many_cases reach 
us in a dying state with the abdomen fall of blood, and 
that from comparatively small tears from rifle bullete. 
The bleeding is generally from the under ‘surface and is 
difficult to control by suture. Bile is a post-operative com- 
plication up here, and as the worst wounds are drained it 
escapes along the tube track to the outside. The extent 
of the damage to the liver bears no relation often to the 
apparent traverse of the missile, especially in tangential 
wounds on the right costal margin. ‘The concussion force 


{ may destroy half the liver, even where the ballet has not 
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hit.the organ at all, and in one of the cases (Case xu), 
wheu the bullet just touched the lower border externally, 
passing along the anterior and outer side of the chest 
and fracturing the ninth rib, the whole of the liver to 

yond the portal fissure was blown to picces, leaving a 
few tags of tissue sticking to the alnost uninjured upper 
capsule. -- The centrifugal force of- the concussion. waves 
was also shown in this case by the right kidney being split 
into four completely separated picces, and yet the kidney 
was tivo inches or more from the nearest point of the 
bullet track. Liver tissue is quite casily sutured with 
strong catgut, the ucedle being entered after the eye. 
Where there is a gap in the liver tissue a piece of 
urdetached omentum should be stitched into the gap te 
control the bleeding and male ihe grip of the sutures 
more secure, 


Spleen. 

Wounds of the spleen are not so numerous. I have secn 
only five. Haemorrhage would seem to be severe at first, 
as I have found in a!] but onc of my cases the abdominal 
cavity full of blood, and very little, if any, active hacmor- 
rhage. The omentum has in every case formed adhesions 
so firm that they surprised me at first. The one with 
little haemorrhage was herniated into the pleural cavity 
and the vessels strangulated in the opening of the 
diaphragm. The spleen is difficult to suture and bleeding 
from the fresh needle holes is serious. A covering of 
omentum may: be tacked on if the splecn is so little 
damaged as to be useful. It is better to leave it if possible, 
as blood repair is much niore specdy than when the spleen 
‘is removed. In the threc cases when I removed it, two 
‘died, though one had perforation of the small intestine as 
well, and the other had a completely destroyed left lung 
with haemothorax. 


Stomach. 

Younds of this viscus are frequcnt, and are supposed 
not to be so serious, as it has been suggested that operative 
interference here is unnecessary. They give rise to great 
‘pain, and as undigested food and free gas meets one on 
openirg the peritoneum these injurics ure not casily over- 
Jooked. The posterior rent may escape notice, and 1s often 


‘difficult to repair. In one case [ failed to find the posterior | 


rent even after carcful search, and almost absolute cer- 
tainty of its existence from hacmorrhage into the lesser 
sac. It was found post mortem at the cardiac openiig 
quite out of reach. I have not had to excise any part of 
the viscus nor to do a gastro-enterostomy. 


Colon. 

Thave not met with any wound of the middle part of 
the transverse colon, though several times there has been 
nnich blood effusion, both in the mesocolon and into the 
“walls of the bowel. In onc ‘case the mesocolon was 


ballooned with gas, the piece of shcllhaviny passed right | 


‘through it between the colon and stomach. The liver was 
damaged, and five days after operation food and bile passed 
out-from the tube track. The ascending colon has been 
torn in several cases, once completely across. This patient 
‘recovered and had the colostomy repaired in Scotland. 
All the other cases were dealt with by simple suture, and 
with one exception, in which nothing was done owing to 
injury to the right kidney and shock, recovered. Only one 
wound in the ae colon has been treated. The 
chest and spleen were ly lacerated end drained, and a 
shrapnel bullet passed per anum with the first motion of 
the bowels. Rectal wounds are fairly frequent, but seldom 
fatal if the peritoneum is not opencd. They are best 
treated by a colostomy. My fatal casc was wounded 
behind the left trochanter, and tlie missile passed between 
the rectum and bladder.and tore three rents in the pelvic 
small intestine (which were repaired),. and -passed - out 
through the right pelvic wall, tearing the internal iliac 
vessels and causing severe haemorrhage, which had not 
completely stopped on the rectal side before the operation. 


Bladder. 


Injuries haye oecurred in four other cases, in one with — 


extensive wounds of the small intestine. No treatment 
beyond catheterization has been necessary in any of them 
to allow their removal to the base. Suprapubic drainage 
would be required for more severe lacerations of the viscus, 


— 


Small Intestine. 


Tnjuries to the small bowel are very frequent, and in” 


my experience seldom fatal if got in time and uncom. 
plicated by other gross wounds. Lately we have had only; 
one death in uncomplicated cases. In all cases a circular. 
anastomosis is done as described. In the fatal case the. 
anastomosis was impervious,- and, though a lateral, 
anastomosis was done several days later, the patient, 
succumbed to paralytic ileus, This would have n a, 
good case to have tried Handley’s operation, while doing. 
the second operation, as vomiting continued more or less. 
to the end (Case 1x). There is practically no haemorrhago: 
from simple tears of the small intestine and very little. 
evidence of peritonitis from escape of bowel contents, 


Aceidents, 

‘Twice there has been hernia of small intestine from; 
giving way of a stitch in cases of through and-through, 
sutures put in for speed. Reposition under an anaesthetic. 
was easy in both cases and both went to the base. I do; 
not recommend the through-and-through suture, except, 
when the patient is very ill and minutes aic of importance., 

A very collapsed condition from cold may be avoided if. 
hot-water bottles are put round the patients in the field 
ambulances and the blankets properly tucked in. The. 
streteher canvas is no protection in itself from cold, and. 
blankets must be put under as well as over the patients. 
Mistakes are very unusual, but very detrimental to. 
recovery. 

Records of Some Typical Cases, 

CASE I. 

Pte. O. KR. Shell wound to right and below the umbilicus. 
-\bdomen very rigid. Condition fair. Pulse 82, temperature 
99.6°, respirations 20. 

Operation.-—Vertical incision through the wound. No free gas 
in peritoneal cavity, but some flaky fluid. No rent of viscus 
discovered. A pelvic drain was put in. Temperature never 
rose above 100° and pulse 120, on the second evening; the 
temperature was normal on the sixth day, pulse 72. Sent to 
base on the eighth day. 


This was one of my first cases out bere. Very little 
search was made for injury, and the resulé might be 
called fortunate in a case that might have done we'll 
without surgical intervention. I trusted to the absence of 


gas and faecal fluid as being an indication that thore was 
no perforation of the bowel. ; ee 


It. 

Pte. G. P. Wound in left thigh three inches below the 
trochanter major. The track went upwards in front of the femur 
towards the abdomen. There was no complaint of abdominal 
pain, but some rigidity of lower half. He was very much col- 
lapsed, and a drain was put into the thigh with some saline 
packing round about. His temperature at night was 99.8” 
pulse 80. Next day he a of slight abdominal] pain anc 
rigidity was more marked, and extended to the level of the 
umbilicus. Temperature 99°, = 84. Next day the tempera- 
ture was 99.6’, and the pulse Operation by paramesial in: 
cision ; omentum adherent to the xbdominsl peritoneum, 
some inatting. Omentum pulled up, and about two pints of 
faecal and blood-stained fluid welled out from pelvis with some 
gas. He diced the same evening, Two small rents were found 
in the pelvic part of the small intestine, one being blocked by « 
large piece of shell 1 in. square by gin. thick, =< | a 


This was nearly a year ago, when operation on all cases 
was rather deemed inadvisable. This result, which mighé 
have been avoided by operation, led to my operating on 
nearly all cases showing any abdominal symptoms, 


CASE IIT. 

Pte. I. B. Accidental bomb wound to left of middle linc ir 
lower abdomen; much collapse. ne 

Operation by incision through wound six hours after the 
accident. A small amount of blood-stained fluid in pelvis; 
three small tears in pelvic smail intestine. Simple suture an 
drain left in pelvis; no lavage with suline. Second day, tem- 
perature 101.2°, pulse 98, respirations 26. He was in fair condi- 
tion; drain remoyvel. Temperature and pulse became normal 


onthe fourth day, and he was sent to the base two days later, . 


The condition found here was practically the same intra- 
abominally as in Case II. 


CASE Iv. 
Pie. B. K. T. Two wounds from irench-mortar shell thirteen 
hours before admission. Very collapsed, almost pulseless; 
abdomen very rigid all over and pain severe. ‘Temperature 
97.8° and pulse 130. The wounds were in the lumbar region, 
the larger just outside the erector spinac swelling and midway 


between the pelvic brim and the twelfth rib; the lesser on the 


left side of the third lumbar spine. : 


| 
| 
q 
| 
x 
z 
| 
{ 
So 
} 
| 
| 
| 
i 
» 
| 
| 
2 
i 
; 
44 
3 
q | 


umbilicus. Intravenous saline given during operation, about 
two pints; the peritoneal cavity was filled with blood ; a large 
rent was found on the outer aspect of the ascending colon 1 in. 
above the ileo-caecal junction; bleeding still free, and some gas 
escaped as the colon was being brought up into the wound; no 
faecal escape. There was much bruising and infiltration of gut 
near the wound, which was closed in the usual way. Missile 
not found but probably in the colon, Abdominal cavity washed 
out with hot normal saline. Drain brought out behind through 
original wound. The temperature on the third day reached 
101.6° and pulse 112. Sent to base on tenth day with no 
abdominal symptoms. 


CASE V. 
Pte. W. B. Shell wounds of head, left shoulder, and chest at 
level of the ninth ribin posterior axillary line. Admitted at 
Ta.m.; wounded in early morning ; too bad for operation when 
admitted. Pulse imperceptible at wrist, cold, and _ collapsed. 
He was warmed up and wounds dressed at 9a.m. He had two 
pints of saline intravenously, and warm saline enema with 
one ounce of brandy. He recovered somewhat, and was taken 
to the operating theatre at 2 p.m. for examination of the chest 
wound. This wound was found to penetrate the chest cavity, 
to pass through a tear in the diaphragm, and to have torn the 
spleen. The splenic flexure of the colon was badly bruised and 
infiltrated but no rent was found. There was much blood both 
in the pleural and peritoneal cavities, and both were drained 
through the wound ; part of the wound was excised and closed. 
The wound in the back was explored for ten inches and laid 
open and excised. A large piece of shell was found at its lower 
end, and pieces of cloth. The head wound was dressed merely, 
as he was too ill for further operative treatment. The same 
evening the pulse was 136, temperature 101.2°, and respira- 
tions 30. He improved somewhat next day, but on the third 
day his pulse was124, temperature 104°, and respirations 32, and 
there was a good deal of dirty purulent discharge from all the 
wounds. Intellect clear. ~- 
He became very emaciated, 
but temperature and pulse 
improved till on the tenth 
day they were 101.4° and 
98° respectively; respira- 
tions 2B. Pus contained 
Staphylococcus aureus and 
albus and streptococci, and , 
a Gram-negative mobile 
bacillus. He went to the 
base on the thirtieth day 
with wounds almost healed. 


CASE VI. 

Lieut. F. Admitted 1.30 
pm.; wounded by rifle 
bullet from sniper at 7.30 
a.m. Entrance wound in 
front of and just below tip 
of twelfth rib, and exit 
wound in front 2in. below 
tip of ensiform in middle 
line. He was very collapsed 
and cold, and bleeding was 
free from the anterior 
opening. Taken to operat- 
ing theatre at once. Incision excising anterior wound. A 
piece of edge of liver between gall bladder, which was intact, 
and the round ligament, was torn out, extending 2 in. deep into 
its substance. Severe haemorrhage on removing clot. This 
was controlled by a plug of gauze, while the rest of the abdomen 
was explored. Mesocolon much bruised and inflated by gas. 
Cavity washed out with hot saline. Liver injury sutured after 
slugging with omentum. Tube put down to depth of wound. 
Ko other Wounds were found, but the patient was too bad for 
prolonged search. Intravenous saline given during operation. 

Second day: Had fair night, still collapsed, pulse 130, tem- 
perature 102.2°. Third day: Temperature 103°, pulse 126. 
Blocd in urine both yesterday and to-day. Much discharge of 
blood-stained bilious fluid. Fifth day: Tube removed, and 
being difficult to replace, was left out. Complained of tight- 
ness in evening. Wound opened by dressing forceps and about 
one pint of bilious fluid escaped ; smaller tube inserted. Sixth 
day: Temperature 101.5°, pulse 116, respirations 28. Some milk 
given by mouth escaped through the wound. The temperature 
came down to 99° on the ninth day, and he was sent to the base 
on the tenth day, when he was able to take a fair meal. He 
wrote three weeks later from England that the wound had 
closed and he was feeling pretty fit. 


Fia. 2. 


the number of the case in text. 


. CASE VII. 

Pte. C. S. Admitted 7.30 a.m. Shell wound half an inch in 
diameter over outer edge of right rectus, two inches below the 
umbilicus. Very cold and ‘collapsed. Pulse 120, tempera- 


ture 96°. Abdomen rigid and very painful; urine drawn off, 


one pint, clear. 

Operation 9 a.m.—Incision round wound. Much blood, one 
tear in caecum found. No escape of faeces, but still bleeding— 
sutured; peritoneal cavity washed out with hot saline; drain 
into pelvis. Had saline hypodermically by Lawrie’s method. 

Second day: Improved. Third day: Patient cold and blue. 


Pulse regular but feeble; 118; temperature subnormal. Colour 
dark and some yellow staining of conjunctiva ; vomiting bilious | 
fluid. Diarrhoea. Fourth day: Distinct improvement, bowels | 


99) 


Operation.—Incision right paramesial, with centre below the | 


Diagrams to show positionof wounds: E, entrance; X, exit. Fig. 2 shows 
wounds in front. Fig.3 shows wounds behind. Numbers correspond to 
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moved twice. Some suppuration from pelvic end of incision. 
Fifth day : Is much better, no diacrhaae abdomen soft, Still, 
having saline. Abdominal wound suppurating top and bottom. 
Ee continued to improve, and went te the base on the twel tth 

Pte. I. M. T. Shell wounds of abdomen and leg; wounded’ 
the day before. Wound over right ilium 14 in. below crest and. 
on outer side. Other wound through right calf. Tibia shat-. 
tered, and much gas and haemorrhage. Very collapsed. Abdo- 
men 7 rigid. Pulse 116, respirations 38, temperature sub- 
normal. 

Operation on Admission.—Paracentral incision on. right side: 
Much blood; two tears, each 2 in. in length, at Renee tea. 
one in ascending and one in beginning of transverse colon. 
Sutured and drained through right lumbar region. Piece of? 
shell not found, but the patient’s condition prohibited a thorough 
search. Second day a fair night; complains of. pain in. 
breathing. Pulse 120, temperature 101.4°, respirations 34. 
Third day: Bronchopneumonia with pleuritic friction sounds.’ 
Pulse 116, temperature 102.2°. Sixth day: Temperature 101°, 
pulse 108, respirations 30. Leg not doing well. ised for gas 
and dressed with hypertonic saline packs. Abdomen soft. No. 
discharge from drain wound. Bowels moving daily. He was 
sent to the base on the seventh day. : v 

CASE Ix. 

Shell wounds of abdomen and left hip. Abdominal wound 
half-way between umbilicus and pubis, and just outside rectus | 
on left side. Second wound large tear above and behind 
trochanter major through glutei. Collapsed;' much external 
haemorrhage. Wounded seventeen hours before admission. 
Opening made obliquely through oblique muscles and left 
rectus. Many rents in small intestine in two places; 1 ft. ex- 
cised at one place, and end-to-end anastomosis done; 3 in. re- 
moved at a second spot three feet from the first. No other 

perforations found, and 

iece of shell not found. 
ound closed without 
drain. Did well for three 
days, then vomiting and 
other signs of obstruction 
developed. Abdomen re- 
opened on fourth day. No 
peritonitis; obstruction at 
pieee where most bowel had 
m removed. Lateral 
anastomosis done. He im- 
proved slightly after. the 
second operation, but gra- 
dually got worse again, 
with signs of ileus, and 
died on the eighth day. 
The wound in the thigh was 
very septic. 


CASE X. 

Shell wound of abdomen. 
Admitted 1130 p.m.; 
wounded during afternoon. 

Operation 3 a.m. — Pulse 
120.. Much rigidity and 

in. Second wound on 
right side of chest. Incision included chest wound. over 
ninth costal cartilage and prenet down the middle of the 
left rectus. The missile had passed through the liver. Some 
haemorrhage. Wounds closed bysuture. The peritoneal cavity 
contained lymph flakes and undigested food. A wound found in 
the anterior wall of the stomach was sutured; and a wound in 
the omentum and jejunum was closed. The peritoneal cavity 
was washed out with hot saline and a drain left in the pelvis. .. 

Second day.: Very bad, delirious. Pulse 160, temperature 99.5°. 
Third day: Has had a better night. Getting rectal salines and 
hypodermoclysis. Fifth day : = and conscious. Wound 
of skin septic; was strapped. Pulse 90, temperature 99°. Very 
and thirsty and vomits Tenth day Has 

en much better and retains food. anxious to get home to 
England. Twelfth day: Sent to base. Wrote afterwards that 
he was doing well. 


Fie. 3. 


CASE XI. 

Captain E. Admitted 2 a.m.; wound in right groin; soak 
with blood. Very collapsed. Pulse 126. Almost moribun 
from loss of blood. Wound, a round hole 13 inches across, above 
Poupart’s ligament, exposing iliac vessels on either side. 
Transfusion with saline. Second wound, entrance (?) in 
perineum, small slit 3? inch long. Injured previous afternoon. . 

Operation on admission. Great difficulty in arresting haem 
rhage from neck of bladder and obturator vessels and cord, 
which had been divided by bullet. Testicle removed. ' Two 
small openings found in peritoneum. Pelvic small intestine 
bruised ; no perforation. Drain through lower wound, wgines 
wound closed. He did not improve after operation, but lived 
thirty-six hours. Post-mortem: Small hole in caecum, gas. 
escaping, and piece of. bone blocking hole in small intestine. 
General peritonitis in lower half of abdomen. é 5 


Corporal S. M. Woundof right side of chest three inches.below 
nipple. Entrance wound one inch below costal margin on right 
exit wound in right lumbar regidn. The ninth ‘rib was 
broken. Almost moribund. Pulse weak and uncountable: 


y: 
| 
2 
iL, | . 
| 
a, 
g. | 
g. | 
| 
<3 
x 
| 
| ia 
it 
| 
ae 
| | 
2. 
| 
| 
| | 
| 
| 
| | 
| { 
| 
1 
* 


334 2@Pymm=.,]\ THE INDIAN OPERATION OF COUCHING FOR CATARACT. — [MARCH 10, ror7 


ation.—Wound excised along whole extent. Tear in 
peritoneum ljin. long. Liver examined and sutured along 
what seemed a torn we for 8in. Tube left in. No injury 
to hepatic flexure. Further examination negatived by condi- 
tion of patient. Did not rally, and died six hours after opera- 
tion, in spite of intravenous and rectal salines. 

Liver found completely destroyed to beyond the gall bladder. 
Sutures were holding edges of superior and posterior parts of 
liver — ‘Right kidney split into four pieces. No injury 
to bowels. © 

I wish to acknowledge my indebtedness to Lieutenant 
Connell for taking notes of these cases, and to Captain 
W. A. Rees and Lieutenant Lawrie for able assistance at 
operations and for the after-care of patients. 


Nortr.—This paper was written and sent for publication 
in March, 1916. During the first ten days of July, 1916, 
42 cases of abdominal wounds were admitted to the 
casualty clearing station. Owing to the number of 
wounded many were necessarily not operated on and the 
statistics are rather curious. Of 12 cases operated on, 
8 recovered; of 30 not operated on, 18 recovered—giving 
a mortality of 33} per cent. after operation and 40 per cent. 
without operation. These statistics alone are very mis- 
leading, as all the cases selected for operation had been 
wounded within twenty-four hours of their admission to 
the station, while the thirty cases not selected for opera- 
tion had all been wounded for more than twenty-four 


hours, and most had been lying out for two or three days. - 


No doubt these were the survivors of many more serious 
abdominal wounds, most of whom had died before the 
battlefield could be cleared, and no conclusion can be 
drawn from such statistics as to the value of operation, 
though one might say that after the first twenty-four hours 
the benefit to be gained from operation is questionable. 


ON THE INDIAN OPERATION OF COUCHING 
FOR CATARACT. 
a Summary oF Huntertan Lectures DELIVERED AT 
vHE RoyaL COLLEGE OF SURGEONS OF ENGLAND 


BY 


Lrevr.-Cotoxet ROBERT HENRY ELLIOT, [.M.S.(REr.). 


Tue operation of couching for cataract was practised and 
described by Celsus at the very beginning of the Christian 
era,and many contributions to the literature of the subject 
have since been made. Itis probable that it was introduced 
into Europe from the East, and it was certainly known and 
practised in the Orient for many hundreds of years before 
its first whisper in the annals of Western surgery. From 
the time of the first advent of the British surgeon to India, 
couching attracted much notice, but it was not till the 
work of Lister began to bear fruit that the crude and 
‘filthy methods of the coucher excited a due amount of 
horror in the minds of the exponents of modern surgery. 
The lecturer said that he had studied the methods of 
these men for over twenty years and had collected care- 
fully-compiled records of 780 cases of couching; in addi- 
tion he had been able to obtain fifty-four globes on which 
the operation had been performed. This latter collection 
he has now presented to the Museum of the Royal College 
of Surgeons of England. 

There are two distinct operations performed—namely, 
the anterior, in which the lens is attacked through the 
cornea or limbus from in front, and the posterior, in which 
the incision is placed behind the ciliary body, well back in 
the sclera. The latter is by far the more scientific pro- 
cedure, two instruments being used, and a deliberate 
attempt being made to break down the suspensory ligament 
of the lens, before its dislocation is attempted. Owing to 
the dirty methods ofits exponents, and to the crude instru- 
ments used, the results of couching are very bad indeed, 
only 21.64 per cent. of the operations yielding a visual 
result equivalent to 1/10 or better. It is estimated that 
the coucher loses 60 per cent. of eyes which might reason- 
ably be saved by better and cleaner methods of operating 
for cataract., ‘The principal causes of failure are, in order 
of frequency, iridocyclitis, glaucoma, and imperfect dislo- 
cation. In a few cases these men mistake other conditions 
—such as glaucoma, optic atrophy, and retinitis —for 
cataract, and operate on them. The lectures dealt with the 


pathological side of the question, and took up a number of 
subjects in turn. 


THE Various DIRECTIONS IN WHICH THE CATARACTOUS 
LENs MAY BE DISPLACED. 

Dislocation forward was only found four times in all the 
fifty-four globes examined. In one the lens lay impacted 
in the angle of the chamber; in one it was fixed between 
the ciliary body and the sclera, having reached that posi- 
tion by way of the broken-down pectinate ligament; in 
one the capsule of a Morgagnian cataract blocking the 
angle of the chamber over a wide area was the onl 
evidence of the lens remains; the nucleus and the contained 
fluid had escaped. 

Dislocation backward was the rule. For convenience 
sake all such dislocations were classified into a number 
of groups according to the position of the lens and the 
greater or less amount of fixation it displayed in its new 
position. 

1. The lens was found floating freely in the vitreous, 
which was little altered in structure, though presenting 
~— filmy evidences of inflammatory infiltration. 

. The lens was entangled in a more or less consistent 
exudate, which occupied the anterior portion of the 
vitreous chamber and which distinctly iimited its 
movements. 

3. The lens was fixed to the back of the iris and ciliary 
body or to some neighbouring part by definitely organized 
inflammatory tissue, which represented a farther stage of 
the process sketched in the previous class. The degree of 
organization present in the shrunken cone of vitreous, 
which was usually in continuity with the inflammatory 
tissue fixing the lens, varied very greatly in different 
cases. In some, definite fibrous tissue was abundantly 
in evidence. 

4. The lens was matted in a dense mass of cicatricial 
tissue, lying between the inflamed iris and ciliary body in 
front and the completely detached retina behind; the 
detachment of the retina had been produced by the 
shrinkage of the inflammatory exudate poured into the 
vitreous cavity. In these cases the septic infection had 
clearly been of an intense character, and the inflammation 
set up had been correspondingly severe. 

5. The lens, though dislocated backward, lay in front of 
the anterior hyaloid membrane, and therefore outside the 
vitreous chamber. The septic infection also appears to 
have been less intense. These two factors distinguish the 
globes of this group from those just previously considered, 
with which in other respects they have distinct affinities. 

6. The peripheral cortical remains of the lens lie in situ 
imprisoned in the capsule, and are all that is left of the 
cataract ; they correspond to the after-cataracts met with 
after extraction. 

7. In two cases the Jens was thrust in its capsule through 
the retina, and lay between that membrane and the 
choroid coat. 


ACCIDENTAL INJURIES TO OTHER STRUCTURES THAN 
THE LENS DURING CoUCHING. 

Though the object of the coucher is to dislocate the lens, 
he may accidentally injure any of the other structures o 
the eye. These are now taken in turn. : 

The Cornea.—Opaque scars on the cornea are frequently 
met with clinically, but are hard to recognize in formalin- 
hardened specimens. In one case a fistula of the cornea 
was present; it had been associated with anterior staphy- 
loma, which had burst along the track of the original 
injury, leaving a permanent drain behind. In another 
case there was a capsulo-corneal synechia, and in a third 
a retino-corneal synechia. 

The Sclera.—Injuries of this coat are common, as the 
incision is made through it in the posterior operation, but 
they are hard to discover, and there is an element of 
chance in their detection. They are best recognised by 
the pigmentation that follows disturbance of the under- 
lying uveal coat. In one case a scleral fistula persisted as 
a result of the operation, and gave rise to a filtering 
cicatrix on its surface. In another case the scleral wound 
had closed firmly by cicatricial tissue, in which the ciliary 
body was impacted. Lastly, there was an instance of a 
wound through the limbus, in which the scar could be 
followed throughout its course in microscopic sections of 
the part. 
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The Uveal Tract.—Injuries to the iris are quite com- 
monly seen clinically, and are also to be found in evidence 
in the series of globes before us, either in the form of 
tears, which widely alter the outline of the pupil, or in 
that of atrophic scars.£In one case, already referred to, the 
ciliary body is extensively detached from the sclera by 
traumatism, and in a number of others a similar detach- 
ment is due to the shrinkage of inflammatory exudates 
within the eye. Wounds of the ciliary body itself are 
common; some of these lie across the front of the ciliary 

rocesses, or at their junction with the iris; others cut 
right through the processes themselves; whilst yet others 
lie in the orbiculus ciliaris. Nor.does even this mark the 
posterior limit of the scars made by the coucher’s incisions, 
for there are globes which show these lying on the equator 
of the eye, and even well behind it. Not the least 
interesting of these is one in which a strictly localized 
inflammation within the tunics of the eye marks the spot 
at which the copper tip of a coucher’s probe had probably 
been broken off during the operation. 

Uveitis.—The type of inflammation of the uvea found 
in these specimens was, with one exception, plastic, and 
was mostly confined to the iris and cili body. The 
intensity of the septic infection varied greatly in different 
specimens, and this was faithfully reflected in the severity 
of the inflammatory process found in different globes. In 
some the latter was extremely slight, whilst in others it 
led to severe matting of the parts, which wholly obscured 
the normal anatomical arrangements. All intermediate 
stages between the very slight and the very severe inflam- 
mations could be readily traced. The lenses involved in 
the inflammatory changes showed phagocytosis, lique- 
faction, or calcification, as the case might be. In only one 
instance has any evidence of proliferative uveitis come to 
light, and in this one the nodule in the iris consisted of 
mononuclear leucocytes; epithelioid and giant cells were 
conspicuous by their absence. The interest of this observa- 
tion lies in the evidence it affords that the danger of 
sympathetic mischief in the second eye is not great after 
the operation of couching. The lecturer’s clinical experi- 
ence bears out the correctness of this view. 


THE CHAMBERS OF THE EYE. 

* The anterior chamber was found very shallow in a large 
percentage of cases; in several of these l’iris bombé was 
present. A rare condition was the complete obliteration 
of the cavity by adhesion of the iritic exudate to the pos- 
terior surface of the cornea. Abnormal contents were 
found in a number of cases; these consisted of pus, of 
blood, of a mixture of pus and blood, of vitreous, of lens 
matter, and of structureless albuminous exudate. 

The Vitreous Chamber.—In the great majority of the 
eyeballs the vitreous body had become infiltrated with 
inflammatory material, which tended to undergo organiza- 
tion, to contract adhesions to the retina and to the iris 
and ciliary body, and finally, to shrink and become de- 
tached, dragging the retina away from its bed in the 
process. The steps would appear to be: (1) an infection 
of the vitreous body, and of the structure surrounding it, 
by septic matter during the operation; (2) the outpouring 
of an inflammatory exudate into the vitreous, partly as a 
result of inflammation of the uveal tract and of the retina, 
and partly in consequence of the chemotaxic attraction 
exerted by the infected hyaloid body; (3) the organization 
of these products and the contraction of adhesions between 
them and the retina; and (4) their contraction, resulting 
in retinal detachment. The organization of the exudate 
was most marked in the neighbourhood of the optic nerve 
and in that of the ciliary body. In some cases a definite 
cone of exudate was present; in others the effusion was 
represented by a mass occupying the anterior portion of 
the chamber. This latter appearance is due simply to an 
artefact, the apex of the cone of exudate being broken 
across, either in the preparation of the specimen or in the 
subsequent handling. This has been proved in a number 
of ways. These cones of exudate are intimately con- 
nected with and frequently form part of the inflammatory 
material which has been described in a previous section as 
fixing the dislocated cataract immovably in its abnormal 
position. 

Tue Retina. 

Detachment of the retina occurred in over 70 per cent. 

of the globes. All stages were represented, from very 


slight and partial detachments up to absolutely complete 
ones, and to those in which the retina was rolled up like a 
stick. In the immense majority of the cases, the cause 
of detachment was contraction of the exudate, which 
occupied the vitreous cavity. The following three other 
causes were operative in a very limited number of cases: 
(1) direct trauma from the push of the operator's knife ; 
(2) displacement due to the lens being thrust through and. 
under the retinal coat; and (3) the pouring out of blood 
between the retina and the choroid as a result of the 
wounding of the vessels of those coats. 

Dots on the Retina.—A striking feature of a large 
number of the globes of this series is the’ presence of 
numerous dots on the retina. These varied greatly in 
size, in colour (from white to grey or glistening), and in 
number; but in one form or another they could be - 
nized in more than 50 per cent. of all the eyes examin 
Some of the specimens show them so prominently that it 
would be hard to overlook them, whilst in others a careful 
search with a loupe was required to reveal their presence. 
Most of the cases were of very lon standing, indicating 
that probably the phenomenon is a degenerative one; but 
on the other hand it is to be remembered that though the 
histories given showed it was many years since the couch- 
ing, the actual loss of sight had not infrequently been 
due to a comparatively recent intercurrent inflammation. 
Considerable difficulty has attended our search for the 
anatomical cause of these dots, and the investigation is 
not yet complete, but three appearances have been found 
which seem likely to be sufficient to account for the dots 
in different cases; it is quite certain that the cause is not 
the same in all. These three phenomena are: (1) Localized 
proliferations of cells along the course of some of the 
retinal vessels; (2) collections of mononuclear cells 
on the surface of the retina, lying external to the 
limiting membrane; and (3) small cysts developed in 
the walls of the retina, as the result of the coalescence 
of oedematous spaces therein formed. Of the latter 
process there is abundant evidence in quite a number 
of the specimens. 


GLAUCOMA. 


If due allowance be made for the fact that a number of 
the globes had undergone late changes which were calcu- 
lated to hide the evidence of a previous glaucoma, we find 
that 19 out of the 30 left had suffered from high tension. 
In 3 of these the angle of the chamber was freely open, 
and in 16 it was closed. Of the 3, one showed a 
free communication between the aqueous and vitreous 
chambers; in the second a bulky Morgagnian lens closed a 
large part of the angle of the chamber; and in the third 
there was good reason to think that the glaucoma had 
existed before the operation was undertaken. Taking the 
remaining 16 cases together with certain others in which 
the presence of glaucoma could no longer be established, 
the following conditions found present afford reasonable 
explanations of the causes of the raised intraocular 
pressure. In one there was a corneal fistula following 
a corneal staphyloma; in one there was a capsulo-corneal 
synechia; in one a retino-corneal synechia; in 5 the 
ciliary body was involved in the scar; in 6 the dislocated 
lens pressed extensively on the iris base; in 3 the lenses 
were tilted at right angles to their normal position; in 5 
the pupil was blocked, and in 3 of these [iris bombé was 
present; in 2 the anterior layer of the hyaloid was much 
thickened by inflammatory exudate; in one there was a 
dense after-cataract; and in one glaucoma had evidently 
been present before the operation. 

The lecturer concluded with acknowledgements to those 
who had assisted in various ways. “ 


IN January the (American) National Committee ‘for 
Mental Hygiene began the publication of a new periodical 
entitled Mental Hygiene. It will be issued quarterly under 
the editorship of Dr. Frankwood E. Williams, and is in- 
tended for the discussion of mental factors in the problems 
of the individual and of. society especially in relation to 
the study and practical management of delinquency, 
crime, and inebriety. The new periodical will en- 
deavour to supply trustworthy information on those and 
kindred subjects not only to doctors, but to lawyers, 
clergymen, educators, public officials, and students of 
social questions. 
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Rebietus, 


LEONARDO DA VINCI. AS AN ANATOMIST. 
PropaBLy no man in human history has equalled, cer- 
tainly none has surpassed, the prodigious versatility and 
range of achievement of Leonardo da Vinci. Supreme as 
a painter, he was also sculptor, architect, engineer, mathe- 
matician, physicist, and anatomist. For more than forty 
years he kept notes of experiments and observations in 
almost every branch of natural science, but he never found 
time to put them in order, and their importance was not 
appreciated by his biographers; hence the records were long 
lost to the world. Among them is an anatomical sketch- 
book which shows that Leonardo studied the structure and 
functions of the human body with the single-minded regard 
for facts which marks the man consumed with the divine 
thirst for knowledge. The drawings were intended to 
illustrate a great work on anatomy which was to have 
been written in conjunction with Marc’ Antonio della 
Torre, the famous professor of Pavia; probably owing to 
the death of his collaborator it remained in the limbo of 
the unaccomplished. The notebooks were bequeathed to 
his friend and executor Francesco Melzi, who kept them as 
a sacred deposit during his lifetime; they afterwards lay 
forgotten in the Ambrosian Library at Milan, and ulti- 
mately found their way to the Royal Library at Windsor 
Castle, where they remained undiscovered till 1902. _. 

Thanks to the pious care of three Norwegian lovers of 
art and science, they are now being given to the world in 
a splendid reproduction. By permission of King George, 
photographs of the sketches, with English and German 
translations of the notes and summaries of the contents 
of each folio, have been prepared by Mr. Ove C. L. 
VANGENSTEN, professor of Italian ; Dr. A. Fonann, pro- 
fessor of the history of medicine; and Dr. H. Hopstock, 
prosector of anatomy, in the University of Christiania.! 
The labour must have been very great, for Leonardo’s 
script is difficult to decipher, and, besides: abbreviations of 
words and sentences and occasional lacunae, the notes 
are so fragmentary and the language sometimes so obscure 
that it is not easy to be sure of their meaning. His eager 
brain was always busy about many things at the same 
time, and he jotted down his thoughts just as they came 
to him. Thus several sheets are filled with drawings 
illustrating the phenomena of light and shade, sketches 
of cranes, balances, cogwheels, and geometrical figures 
and ornamental designs. Sometimes the notes are hints 
to himself. The following is an example: 

When you figure the lungs make them perforated that they 


may not impede what is behind them, and let the perforation 
be.all the ramifications of the trachea and the vessels of the 


artery [aorta] and of the vena cava, and then outside of these 
draw a profile round these which shows the true shape, site and 
quantity of these lungs. 
Or he sets himself such problems as “ to know what weight 
a ship can carry,” and “to know how much the ship 
weighs in the air.” He reminds himself to “ reserve the 
drawings till the last of (the book) On the Shadows, and 
they were to be seen in the study of the miniature painter 
Gierardo, in San Marco, Florence,” and to “ give or lend the 
book On the Water to Meser Marcho Ant.” Elsewhere 
there is the ground plan of a house with the note, “ give 
the proportionate measurements,” and such entries as 
“Guido the cobbler,” and the suggestive word “money.” 
Leonardo, though he received large sums and was 
patronized by Popes and princes, was a poor man all his 
life. 
_ In more than one place he speaks with scorn of those who 
depreciate mathematical science. Mingled with praises of 
the Creator are sly hits at priests and even, it may almost 
be suspected, at the mysteries of religion. He defends 
dissection, and evidently had done much work in that way 
himself, or looked on while Marc’ Antonio used the scalpel. 
One wonders where they got the material. Possibly the 
protection of Leo X made things easy till a charge of body 
snatching, brought against him by German craftsmen who 
lodged in his rooms, led to the temporary withdrawal of the 


1 Leonardo da Vinci: Quaderni d’ Anatomia. II, Ventiquattro 
Fogit della Royal Library di Windsor. Cuore: Anatomia e Fisio- 
logia. Pubblicati da Ove C. L. Vangensten, A. Fonahn, H. Hopstock. 
Con Traduzione Inglese e Tedesca. Christiania: Casa Editrice Jacob 
Dybwad. 1912. Ill, Dodici Fogli, Organi della Generazione- 
Embrione’ 1913. (Large 4to; illustrated.) 
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papal favour. The charge may have been well founded, 
for only a few years later Vesalius had to find material in 
the cemetery and on the gallows. 4 

Many of the drawings are finished and coloured; nota 
few are rough sketches, but all reveal the hand of the 
master. The notes and illustrations fill six folio volumes, 
four of which have appeared. The first, which was pub. 
lished in 1911, and briefly noticed in the British Mepica, 
JouRNaL of October 25th, 1913, contains 13 folios, 22 pages 
reproduced in collotype, and 40 designs. The subjects 
illustrated are respiration, the alternating motions of the 
diaphragm and the abdominal muscles, the passage of the 
food through the alimentary canal, and the heart. The 
second volume, published in 1912, contains 24 folios, 
33 pages of reproductions in collotype, and 240 designs. 
The sketches illustrate the anatomy and physiology of 
the heart and lungs. In the accompanying letterpress 
Leonardo gives an account of experimental work on the 
circulation and respiration. The third volume, which 
appeared in 1913, consists of 12 folios, and 20 pages 
reproduced in collotype; it deals with the organs of 
generation, the fetus, and its position in the womb. The 
drawings show that the artist had dissected the gravid 
uterus. Incidentally he refers to a question which has 
recently been discussed in our columns, the so-called 
vagitus uterinus, which he declares to be a delusion: 
“When women say that the child is heard sometimes 
to weep (piangere) within the uterus, this is rather the 
sound of some flatus which rushes out.” The fourth 
volume has not been received. 

Some years ago E. Jackschath, of Berlin, put forward a 
claim on behalf of Leonardo that he was the real founder 
of modern anatomy, and that Vesalius stole not only his 
discoveries but his drawings. It may be admitted that the 
painter of The Last Supper, with the collaboration of 
Marc’ Antonio della Torre, was a pioneer in anatomy, but 


the fact remains that his work remained unknown for 


five centuries. Vesalius was the Columbus of a new world 
_of science, and his De Corporis Humani Fabrica con- 
tained the announcement of discoveries which once for 
all upset the reign of authority in anatomy, and taught 
later toilers in the same field to seek for knowledge not in 
the works of the ancients but in the direct study of Nature. 
It is a somewhat sad coincidence that only nine years 
after the publication of that great work another famous 
anatomist, Eustachius, had a fate similar to that of 
Leonardo. His magnificent Tabulae Anatomicae, the first 
anatomical plates wrought in copper, were completed in 
1552, but for some reason, possibly want of funds, the 
author was unable to publish them. For a hundred and 
thirty-eight years they remained in the possession of the 
family of Pinus, an intimate friend of Eustachius, and 
afterwards they were buried in the Papal Library at 
Rome. When discovered they were given by Pope 
Clement XI to his physician Lancisi, who published then 
in 1714. If they had appeared in the lifetime of the 
author anatomical discoveries of the eighteenth century 
would have been anticipated by two hundred years. 

The editors of Leonardo’s Quaderni d@’ Anatomia are to 
be congratulated on the scholarly thoroughness pair ge by 
them to the accomplishment of a task which could only 
have been undertaken as a labour of love. They have 
made not .only students of anatomy and medical history, 
but all those interested in that glorious new birth of the 
human mind, the Renascence, their debtors. The pub- 
lisher, too, is entitled to the highest credit for his enter- 
prise in bringing out in so splendid a form a work which 
can scarcely be remunerative in a commercial sense. It is 
to the credit of the University of Christiania that it 
helped the undertaking by a subvention. 


‘NOTES ON BOOKS. 


THE thirty-third annual issue of The Year-Book of the 
Scientific and Learned Societies of Great Britain and 
Treland.? containing a record of the work done in science, 
literature, and art, during the session 1915-1916 by 
numerous societies and Government institutions. is com- 
piled from official sources. It is a book serving every 
department of science, literature, and medicine. Some 
thirty-five pages are given to the heading Medicine. 


2 The Year-Book of the Scientific and Learned Societies of Great 
Britain and Ireland. Thirty-third annual issue. London: C, Griffin 
and Co., Ltd. 1916. (Demy 8vo, pp. 339. 7s. 6d. net.) 
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THE ARMY AND THE MEDICAL 

PROFESSION. 


Seversn ineidental references in the British com- 
munigués to places south of the Somme have been 
crystallized into the statement, made by Reuter’s 
eorrespondent at British Head Quarters on March 4th, 
that the British army is now holding more than 
twice the length of front it was occupying some 
twelve months ago, and that the number of German 
divisions confronting it is more than double. It is 
added that at the present moment the British are 
probably faced by nearly as many of the enemy as are 
the French, and that these include a very large pro- 
portion of what remains of the flowor of the German 
army. When the full significance of this statement is 
pondered it will surprise no one to learn that the 
Medical Department of the War Office is compelled 
to make a further rather large call on the medical 
profession at home to supply more medical officers 
for the Royal Army Medical Corps. In the debate 
on the Army Estimates the Under Secretary for War 
said that between August, 1916, and the present time 
about 2 million and a half men had been examined 
by medical recruiting boards. It is obvious that 
the length of the British line cannot be doubled and 
another million and a half men taken into the army 
without a demand arising for a corresponding increase 
in the numbor of medical officers. Medical officers 
are as essential to an efficient army as those of any 
branch, and the Financial Secretary to the War 
Office paid a just tribute to the manner in which the 
medical service of the armies at our five fronts had 
lone its duty. As he truly said, it is a most remark- 
able thing, considering the vast numbers of _men, 
their density on the soil, and the highly cultivated 
and therefore poisonous condition of much of the 
soil, especially in France, that typhoid fever has been 
almost completely abolished, so that, taking France, 
Salonica, Teypt and Mesopotamia together, there 
were only twenty-four cases in the last weekly return, 
and that, even when all diseases of the enteric group 
were included, the number of cases in France down 
to November 1st, 1916, was only 4,571, of which only 
1,684 were definitely typhoid fever. - 
_ The work, then, has been well done ; it is a point of 
honour with the profession that it snall not be allowed 
to fall below the high standard hitherto attained, but 
we must not blink the fact that it will not be casy 
to find the number of medical officers that the army 
requires to accept commissions in the Royal Army 
Medical Corps. The army has already absorbed the 
large majority of civilian medical men cligible by 
reason of age and physical fitness. At the end of 
1915 ij had claimed over 6,000; we shall probably 
not be far wrong in guessing that the number has 
sinco doubled. It is a matter of anxiety to the 
national professional committees to know from what 
sourees the demands of the army-—-which are con- 
tinuous owing to the wastage of war and increasing 
owing to the increase in the numbers of the army-— 
are to be met. 
We do not profess to have any special information, 
but it is clear that the possible sources are not very 
numerous. The second Military Service Act, passed 


in May last, altered the position, inasmueh as, iti. 
imposed compulsory service upon all males between 
the ages of 18 and 41. The army and the navy,. 
therefore, have a statutory claim upon all medical - 
men under the age of 41. In estimating the effect of . 
this, however, two circumstances have to be remem- 
bered: first, that a very large number of men under 
the age of 41 had voluntarily entered the service; 


and secondly, that they did so under a contract, 


permitting them to relinquish their commissions at. 
the end of any year of service. Asa set off we have. 
to reckon the number of men who will qualify during - 
1917. It appears from the tables supplied by the. 
President of the General Medical Council and pub-. 
lished in the SuppLeMENT to the JournaL last week, - 
that the number of male candidates for qualification. 
in the three kingdoms will be ‘1,088, but as the 
Military Serviee Act does not apply to Ireland, 
we must stricily deduct 190 from this total, 
leaving 898. There is, however, good reason to 
expect from past experience that a large number of- 
Trish medical students, on qualifying, will volunteer, 
so that, after making an allowance for men rejected. 


by the army as physically unfit, we may expect in. 


round numbers a total of, say, goo newly qualified 


men available at various times down to the end of- 


this year. But it would be rash to assume that more 
than half this number will be available by July, and. 


most of these will probably be needed to fill the. 
wastage due to sickness and casualties and to the, 


relinquishment of commissions. 


When we look at other sources we find, first of alll,, 4 


men under 41 who have not yet served. The army. 
puts them in four classes: (1) Those fit for general 
service; (2) those fit for garrison duty abroad ;. 
(3) those fit for home service only; and (4) those. 
altogether rejected. Something might. be done to. 
meet the demand hy. utilizing all men passed: as, 
fit for garrison duty abroad and filling up the 
places of those hitherto retained at home by: 
men passed as fit for home service only. This, 
of course, would mean that men in this third cate- 
gory would receive commissions and be posted to any 
duties in any part of the country that the military: 
authorities considered proper. We suspect that it 
will be found necessary to carry out this policy, and 
we shall not be surprised if it is found necessary also 
to tighten up the regulations with regard to the men 
under 41 who relinquish their commissions after onc. 
or more terms of service. They are, of course, still 
subject to the Military Service Acts, and if places, 
to which. they have returned in civil life can be, 
filled by substitutes without serious detriment to the 
civil population, is may, we imagine, become neces-. 
sary for the War Office shortly to call upon the. 
majority of them to serve again. Should this course 
have to be taken we feel certain that the War Office 
will give favcurable consideration ‘to their special, 
cireumstances.. On the strict interpretation of the 
law they might possibly be called back on conditions, 
both as to terms of service and pay, inferior to those 
they previously enjoyed, but it must be remembered, 
that they are all men who volunteered. Their. 
patriotic-aciion in ,so doing gives them a strong 
claim to reinstatement at ihe same rank and 

There is at least.one other source which will occur. 
to everybody. The War Office nearly a year ago, 
arranged to take for general service medical men, 
between the ages ‘of 41 and 45 who were willing 
to aceept commissions in the R.A.M.C.; a larga 
number of such men are now serving abpoad. ie 


may be considered proper to make a fresh appeal to 
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men of these ages, and possibly to extend it to men 
between the ages of 45 and 50. Men of that age may 
not be physically fit to stand the hardships and priva- 
tions of the trenches, or the front line of a mobile 
force, but they could certainly undertake work such 
as many of their contemporaries are now doing at the 
bases and on the lines of communication. __ 
~The demands of the army, however, cannot be con- 
sidered apart from those of the civil population, and 
if the further demand which we have suggested as 
probable in fact arises, it will make the mobilization 
of the civil profession more than ever an- urgent 
matter. A conference of Local Medical War Com- 
mittees for Scotland recently declared its opinion 
that the further substantial calls likely to be made 
can be met only by mobilizing the whole profession, 
by which is to be understood mobilization for the 
double purpose of meeting the demands of the army 
and of providing for the needs of the civil population. 
’ The conference of representatives of the Central 
Medical War Committee, the Committee of Reference, 
and the Scottish Medical Service Emergency Com- 
. nittee, which the Director-General of National Ser- 
vice proposes to summon, under the chairmanship of 
Sir Donald MacAlister, has ‘not yet met, but it will 
have been observed from the text of Mr. Chamberlain’s 
letter, published in the SupPLEMENT last week, that 
the first question for its consideration will be whether 
the service to be given by members of the profession 
should be compulsory or voluntary. It 1s, as the 
. profession knows, definitely the opinion of the Man- 
chester Medical War Committee that mobilization 
must be compulsory, that in that district all naval, 
military, and civil requirements could in that case be 
met, and that the Manchester system could be adapted 
to every area in the country. We believe that it is 
the general opinion of those who have studied the 
subject during the last two years that voluntary 


_ mobilization is likely to be unfair in its operation and 


not successful in attaining the end desired. 


‘RESEARCH IN MENTAL PATHOLOGY. 


THE importance of combining the clinical study of 
mental diseases with research in the laboratory dates 
back, we believe—in Great’ Britain at any ‘rate—to 
Sir James Crichton-Browne’s time «at the West 
Riding County Asylum. The investigations then 
instituted were largely anatomical and _ histological, 
but the principle has now been applied in other 
directions to include biochemical investigations not 
only into the tissues after death but into the excre- 
fions during life. The doctrine that laboratory 
research should be a part of the work of every well 
appointed asylum or hospital for mental diseases is 
now yery generally accepted, and it is not too much 
to hope that it is only a matter of time before jt will 
be everywhere applied. 
We have on several occasions been able to give 
some account of the pioneering work done by 
Dr. Mott in the London County Council laboratory 
established in connexion with Claybury Asylum, as 
also of the Scottish Asylums Conjoint Laboratory at 
Edinburgh under the able direction of Dr. Ford 
Robertson: We now have before us Dr. Easterbrook’s 
report on the Royal Crichton Institution, Dumfries, 
for the year 1916, in which a good deal of space is 


' devoted. to the . value of the work done by the 


laboratory established there some years ago. | 

We are glad to see from this report that, in spite 
of difficulties caused by the war, the work has 
been continued, and that valuable results have. been 
reported. The fact that the association between the 


clinical work of the wards and the scientific work of 
the laboratory has become constantly more intimate 
was illustrated during 1916 by the increased -number 


-of examinations of blood, cerebro-spinal fluid, sputum, 


and other discharges; and therapeutic work with 
eusol was, also conducted. Dr. Cruickshank, who, ag 
pathologist and clinical pathologist to the institu- 
tion, is in charge of the work at the laboratory, and 
who since the war had acted also as one of the 
assistant physicians, offered his services for the Royal 
Army Medical Corps early in the year, but it wag 
arranged that he should not be called upon until some 
one else had been found to carry on the work. He was 
thus able to complete some investigations, which had 
occupied him two years, into the relative weights of 
the grey and white matter of the brain and of the 
water contained therein, as ascertained in a series » 
of normal brains, and in another series of patho- 
logical brains exhibiting the characteristic wasting 
of prolonged mental disease. Hitherto it has 
usually been assumed that the wasting affected 
only the cortex, which was ‘known to _ present 
marked structural changes in the form of degenera- 
tion and wasting of the constituent nerve cells and 
fibres. Dr. Cruickshank has shown, by the dissec- 
tion and weighing of the two tissues of the fresh 
brain, that the white matter loses relatively more 
in weight than’ the grey, and this conclusion was 
borne out by estimates of the relative amounts 
of water contained in each. It was increased in 
both, but relatively more in the white, although in 
health the grey contains the larger proportion. Dr. 
Easterbrook considers that these conclusions, though 
revolutionary, are quite in keeping with the modern 
knowledge of the development and functions of the 
white nerve fibres. Before joining the Royal Army 
Medical Corps in November to take charge of a 


mobile laboratory with the British Expeditionary — 


Force in France, Dr. Cruickshank also did some 
interesting experimental work in connexion with the 
Lange colloidal gold test of the cerebro-spinal fluid, 
but he had not time to prepare his results for 
publication. 

Dr. Cruickshank was able to go into the Royal 
Army Medical Corps because in July Professor W. H. 
Thompson of Trinity College, Dublin, who had re- 
ceived permission from that college to take up work 
which would release a younger man for military service, 
joined Dr. Cruickshank in the laboratory of the Crichton 
Institution. The services of Professor Thompson 
were required from the beginning of this year by the 
Ministry of Food; but while he was at the Crichton 
Institution he not only carried out the routine work 
but, with the aid of the excellent equipment of the labo- 
ratory, was able to bring to a conclusion an important 


_ piece of biochemical research which he had begun in. 


Dublin with reference to the origin of creatine. Its 
occurrence in muscle is of course well known, but ‘it 
was not known how it was formed; Professor 
Thompson has found that when arginine, a body 
chemically related to creatine, which is present in 
most articles of diet, is injected intravenously or sub- 
cutaneously, it gives rise to an increased formation of 
creatine. Thus one at least of the modes of origin 
of creatine has been established. Dr. Easterbrook 
recalls that the widespread interest the subject of 
creatine formation has evoked during the past few 
years, ,particularly amongst American investigators, 
took origin in a research carried out by Professor 
Folin, now of Harvard, but at that time assistant in 
pathological chemistry in the laboratory of the 
M‘Lean Hospital, Waverley, Boston, Massachusetts, 
one of the leading mental hospitals in America, 
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THE TRANSMISSION OF DENGUE. 
Sixce the original work of Graham in 1903, of Bancroft 
in 1905, and of Ashburn and Craig in 1907, Culex fatigans 
bas gencrally been supposed to be the real carrier of 
dengue. It is true that Bancroft had apparently two 
successful cases of infection with Stegomyia fasctata, the 
gubjects being bitten by such insects twelve and ten days 
after they had bitten dengue patients. Clelland, Bradley, 
and McDonald have recently’ followed up the insect 
carrier in an epidemic of dengue which was raging in 
Queensland, and had extended to some of the north coast 
towns of New South Walés. In‘a critical analysis of the 
previous work they point out that Graham admits that in 
many, perhaps in all, of hisexperiments Stegomyia fasciata 
was present amongst his mosquitos, and that therefore 
all he proved was that mosquitos can carry the disease, the 
variety or varieties remaining in doubt. They further 
criticize Ashburn and Craig's account of transmission by 
Culex fatigans. “The successful case,” they say, “was 
probably one of dengue, but arguing-on analogy with 
liow fever, the very short mosquito ‘ripening’ period 
(less than two days) would make one accept it with 
yezerve as originating from tle mosquitos.’ - One 
¢annot certainly exclude the possibility of there being 
other sources of infection. Failing other evidence, the 
vase is undoubtedly very-suggestive of the possibility 
of Culex being a vector: of dengue, but we can 
hardly understand the importance attributed to this 
isolated case by most textbooks.” The three observers 
made two series of mosquito experiments. In the first; 
four persons were bitten by Stegomyia and two by Culex. 
The results were negative. There was, however, a large 
mortality in the mosquitos collected, and, except one indi- 
vidual who received ten bites, the bitings were unsatis- 
factory; these results are not further referred to in the 
paper. In the seeond series of experiments a collection 
of about 100 Stegomyia fasciata and 112 Culex fatigans 
was made from the district in which dengue fever had 
occurred; in some cases the insects were taken from the 
actual bedrooms where patients were lying sick with the 
disease. This heterogencous collection was then given the 
chance of feeding upon ‘a dengue. patient, and many of 
both types bit freely. They were then taken to Sydney, 
a town free from dengue cases, and there produced the 
disease in four out of seven persons on whom biting experi- 
ments were made. That the disease produced was really 
dengue was proved by the fact that blood taken from three 
of the cases reproduced the disease when injected into 
other persons. Two cases were heavily and repeatedly 
bitten by Culex fatigans with no result. These experi- 
ments prove that. Stegomyia fasciata can spread the 
disease, but whether Culex fatigans alsa may.not do so is 
not quite clear from the context of the paper. It is, at 
any rate, not absolutely disproved. The failure of Culex 
fatigans to produce the disease in the two cases mentioned 
may have been due to non- infection of the insects or to 
some insusceptibility of those bitten. More experiments are 
required to prove this point. It would be well to rear the 
mosquitos from larvae and then let them bite infected 
eases; this would also afford useful information as to the 
length of the cycle of development in the mosquito, the 
ineubation period in man, and other interesting points. 
‘The observations, however, as they stand are very interest- 
ing and suggestive, even though they do not finally settle 
the point as to whether one genus of mosquito or more is 
‘implicated in the spread of dengue. = 


“THE WAR AND THE SUPPLY OF DRUGS. 
Iy: a paper read before the Royal Socicty of Arts on 
‘February 28th Mr. F. A. Hocking, B.Sc., Pharmacist to 
‘the London Hospital, discussed from a practical stand- 
point the. effect of the war on the supply of drugs. A 


large. proportion of his paper was. concerned. with the 


‘WMedica) Jouriial of australia, September 2nd and %th, 1916, vol. ii, 
No, 10, p.1795 Vol. ii, No. 11, p. 200, 


relative numbers of drngs.of first-rate importance hitherto 
obtained from the Central Empires and from other sources - 


respectively, Mr. Hocking showed quite conclusively that, 
apart from the class of drugs known as “synthetics,” we .° 
have actually been far less dependent upon Germany and 


Austria for our supply of important drugs than has some- 
times been supposed, and that even in the production of 
medicinal chemicals English manufacturers havenot really 
been, in the past, nearly so remiss as was frequently stated. 
He pointed out that even before the war efficient English 
substitutes could be obtained for many of the well-known 
German proprietary preparations. He also expressed 
the opinion that the shortage of certain vegetable drugs 
produced by the war hardly justified the large amount of 
attention lately paid to drug growing in this country, and 
asked, with a certain amount of justification, whether — 
some of the energy expended in this direction would not 
be better employed in the production of food. Other 
points mentioned were the difficulties caused by the 
stoppage of the potash aud bromine derived from the - 
Stassfurt deposits, the profiteering indulged in by 
certain middlemen at the commencement of the war, and 
the fact that in some cases rises in prices haye been 
caused by neutral producers taking advantage of the re- 
moval of German competition. ‘The later part of tho 
paper was devoted to a brief account.of the very consider- 
able progress achieved during the last two years by 
British manufacturers of medicinal chemicals in the face 
of great difficulties, and to a short discussion of the prob- 
able position of the-drag trade at the end of the war. 
With regard to the latter question, Mr, Hocking rightly 
pointed out that the question of legislative assistance is _ 
difficult, and that in any,case. it is ,very. necessary. that 
manufacturers should co-operate with one another instead 
of indulging in unnecessary and wasteful. competition, and 
that they should, if possible, be .brought more closely. into 
touch with British workers in the field of medicinal research 
than has been the case in the past. a Caan 


Tue restriction of the use of wheat. flour has recently 
attracted considerable attention to the possibility of 
replacing it, at least partially, by other cereal flours, and, 

as stated in a recent issue of the JounnaL, the Govern- 
ment. regulations regarding milling now permit, millers 

to add to wheaten flour a small proportion of flour derived 
from either barley, maize, oats, or rice. Of the four grains 
mentioned, from a dietetic standpoint, barley.and maize — 
are decidedly the best, since rice is seriously deficient in 
protein, while oat flour is liable to contain too high a pro- 
portion of husk for persons having delicate digestions. As _. 
regards the supplies available, barley probably possesses 
the advantage over maize, especially in view of the severe _ - 
restrictions now imposed upon. brewing, and, taking every- _ 
thing into account, it may be regarded as the most suitable 
substitute for wheat. Even barley, however, has the 
distinct disadvantage, when compared with wheat, of con- . 
taining a decidedly low percemtage. of glutén; conse- 
quently, bread and pastry prepared wholly or principally 
from, barley flour is “heavier.” distinctly Jess 
nutritious than corresponding articles in which wheaten — 
flour alonc has been employed: For these reasons, if - 
barley flour is used in baking, it should be mixed with 

a somewhat large proportion of wheat flour; -probably - 
about 10 per cent.of the former may be used in bread and — 
@ somewhat, larger proportion inmost other articles, 
without seriously affecting their digestibility or nutritive 
value. Barley flour of good quality may be obtained from 
Messrs. H. O. Short and Son, Berwick-on-Tweed. 


LOAN AND LIFE ASSURANCE. 
Tur adaptability of assurance to the circumstances and 
needs of modern ‘life has beer illustrated*during the last 
few weeks. by the various schemes ‘of: war stock purcliaso 
put forward by several of the leading life offices: while “the 
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lists of subscribers to the War Loan were still open. To 
many medical men who, perhaps, have not yet had oppor- 
tunity to accumulate resources outside their professional 
incomes the life assurance schemes which provide repay- 
ment of the cost of the war stock through the medium of 
a policy—usually an endowment assurance payable at the 
énd of, say, twelve years or previous deatl—have appealed 
successfully. Others, who, having obtained accommoda- 
tion from their bankers for the purpose of bearing their 
share in the country’s financial burden, have been con- 
sidering their position as borrowers with reference to 
future rates of interest and terms of repayment, may be 
interested to know that at least one life office of repute is 
prepared to consider proposals for the immediate repay- 
ment to the bankers of such loans. The advance would 
be secured by the transfer of the stock into the joint 
names of the office and the borrower, coupled with the 
deposit of a new endowment assurance policy on his life, 
to return the capital on June Ist, 1929, or previous death ; 
provided the policy is duly kept up, the office guarantees 
that earlier repayment will not be required, while the 
interest is provided by the dividends on the stock. 
Further particulars can be obtained from the Medical 
Assurance Agency, 429, Strand, London, W.C., and as the 
amount available for advances has been definitely limited, 
early application is advised. _ 


. MEDICINE AND GEOLOGY. 
Tue Lyell medal of the Geological Society has been 
awarded to Dr. Wheelton Hind, surgeon to the North 
Staffordshire Infirmary, Stoke-on-Trent. In making the 
announcement the President said that on the side of 
descriptive and systematic palaeontology Dr. Hind’s two 
memoirs on the carboniferous lamellibranchiata, published 
by the Palaeontographical Society, had long taken rank as 
standard works, and he ‘had supplemented them from time 
to time by many other contributions dealing with the 
same subject. He had brought his palaeontological know- 
leige to bear upon important questions of stratigraphy, 
and had shown that the lamellibranch faunas of different 
groups of rocks furnished valuable data for comparison. 
in this way he had taken no small part in the correlation 
of.the carboniferous strata in different areas in Britain, 
and had further pushed his inquiries to the continent of 
Europe. The quantity, as well as the quality, of his 
geological work was the more remarkable, when we remem- 
ber tuat his researches have been carried out at intervals, 
noue too frequent, of a busy professional life. In confer- 
ring upou him a well-earned mark of recognition, the Geo- 
logical Society was honouring one of those amateur workers 
to whom British geology had always been signally indebted. 
Dr. Hind, who holds a commission as major and brevet 
lieutenant-colonel R.A.M.C., and is at present serving in 
Treland, was unable to be present, and the medal was 
received for him by Dr. Sinith Woodward, Keeper of the 
‘Geological Department of the British Museum. In accept- 
ing it Dr. Woodward said that geological science had 
already been greatly -indebted to medical men for 
important advances made in their brief intervals of 
leisure, and Dr. Hind had for many years éxcellently 
maintained the old tradition. Recognizing the importance 
‘of combining work in the field with detailed palaeonto- 
logical research in the study, he soon became one of the 
most successful exponents of the modern methods of 
stratigraphical geology. Beginning researches on the 
-carboniferous rocks in his own district of North Stafford- 
shire, he had yradually extended his domain until, as the 
President had said, he has taken no small part in the 
correlation of the carboniferous strata of Britain. 
_ Woodward concluded by expressing his confident hope 
that as soon as he was released from his military duties 
Dr. Hind would return with renewed vigour to the 
geological work which had so long been his recreation. - 


Dr. . 


THE MENTAL AFTER-CARE ASSOCIATION. 
Tue annual meeting of this useful and unique charity, 
which has for its object the assistance of poor persongs- 
discharged convalescent or recovered from institutions for 
the insane, was held in London, on March Ist, at the resi- 
dence of Sir Robert and Lady Armstrong-Jones, under the 
presidency of the Lord Mayor. The speakers included 
the host, the Lord Mayor, Sir W. J. Collins, M.P., Sir John 
Jardine, Bt. M.P., the Right Hon. Sir David Brynmor- 
Jones, K.C., Sir K. Douglas Powell, Bt., M.D., the Rey, 
Prebendary W. S. Swayne, the Rev. C.J. Mead-Allen, Miss 
Evelyn Fox, Dr. David Nicolson, C.B., Sir George Savage, 
M.D., and Dr. Shuttleworth. The annual report was read 
(on behalf of Miss Vickers, the Secretary) by Dr. H. Rayner, 
chairman of the council, and furnished interesting evidence 
of the philanthropic operations of the association, 508 cases 
having been dealt with during the past year (377 women 
and 131 men), 984 interviews held at the office, 630 visits 
paid, and 154 situations found; 203 convalescent patients 
had spent various periods of time in one or other of the 
cottage homes of the association. Typical instances were 
given of the beneticial results attained by the ministra- 
tions of the society in the way of improved health, mental 
and physical, as a result of recuperative rest at these 
homes, and of suitable employment found for patients who 
were little abie to “fend for themselves” though dis- 
charged from asylum treatment. Incidentally, gifts. of 
money, clothing, tools, and even such adjuncts as a dental 
outfit or a glass eye, had helped many to make a fresh 
start in the world, and sod prevented relapse. The multi- 
form and tactful work of the executive officers calls for 
cordial sympathy and support, and although the funds 
have been well maintained, in spite of the war, further 
aid will be graietully received at the offices of the 
association, Church House, Dean’s Yard, Westminster. 


Medical Motes in Parliament. 


Mr. Forster’s Tribute to the Army Medical Service. 

The Triwmph of Science over Disease. 
In his review, on March 1st, of army administration and 
work during the past twelve months, Mr. Forster, the 
Financial Secretary for War, paid in the House of 
Commons last week a particular tribute to the Army 
Medical Service. Having spoken on the improved 
military condition in Mesopotamia, he referred to the 
medical service in that theatre of war, where the War 
Office is now directly responsible, and frequent reports had 
been received trom the medical and sanitary autuorities 
of the force. The Special Sanitary Comuitwee tad made 
an exhaustive examination of the conditions existiug there, 
and the general conditions might now be regarded as fully 
satisfactory. During the summer there was necessarily 
some considerable sickness, but the admissiun ratio had 
steadily diminished since then, and he thought that the 
health of the army at present might be considered satis- 
factory. An abundant supply ‘of nurses and other medical 
personnel had been furnished for hospitals. ‘I'ese hos- 
pitals had recently been visited by a representative from 
the War Office, who reported that they were not unequal 


to any of the hospitals at the other fronts. Speaking 


broadly of the military conditions in Mesopotamia, Mr. 
Forster mentioned the great development of railway and 
river transport. The up-river traffic in January, as com- 
pared with last July, had increased by one thousand 

Mr. Forster went on~to speak of the medical services 
elsewhere. In France, Salonica; and -Egypt the general 
condition was, he said, satisfactory. A great strain had at 


different times been put upon medical resources in the 


various theatres of war, but the difficulties had been met. 


‘A good deal of malaria had occurred in East Africa, owing 


to the exceptionally unhealthy climatic conditions in which 
operations had to be carried on. He thought that nothing 


in this war was more striking than the triumph of science 


over disease, wholly upsetting the experience of former’ 
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wars. One of the most remarkable facts was the almost 
total disappearance of enteric fever—that dread scourge 
which in former wars had decimated our armies even more 
effectually than the efforts of the enemy. This was the 
more surprising when account was taken of the vast 
numbers of men employed, their density on the ground, 
and the condition of the soil, especially in France. As 
showing how this danger was being kept under, Mr. Forster 
gave the last weekly returns of the numbers of typhoid 
patients. In France there were four cases; in Salonica 
nine; in Egypt three; and in Mesopotamia eight—making 
a total of twenty-four. He was able to give also the total 
number of cases of typhoid fever in British troops in 
France. Down to November lst, 1916, these had been 1,684, 
paratyphoid 2,534 and of indefinite cases 353, making a 
total of 4,571 cases of the typhoid group of diseases. That 
should be compared with what had happened in the South 
African war, when nearly 60,000 cases were admitted to 
hospital, and there were 8,227 deaths. Thus four times as 
many died from this disease in South Africa as there were 
cases in France up to November last, and that despite the 
fact that the army in France was infinitely larger.: The 
admission ratio of typhoid fever amongst the troops in 
France who had not been protected by inoculation was 
fifteen times higher than among those who had_ been 
inoculated, and the death ratio seventy times higher. . He 
thought that the bald narration of figures like these bore 
eloquent witness to the debt owing to the Medical Service. 
At home during the past year a system of convalescent 
hospitals, command dépdts, and orthopaedic hospitals had 
been developed and extended. Arrangements had been 
made witlr the Ministry of Pensions by which the 
problem of the training and treatment of -discharged 
soldiers would be more effectively dealt with, and the 
treatment in the military hospitals had been linked up 
with that afforded to discharged soldiers on the out- 
patient system under the local committees of the Statu- 
tory Committee on War Pensions. The strain on the 
medical department in providing accommodation for the 
sick and wounded from the various fronts over seas 


had been very great, but they had received the most | 


valuable assistance from the voluntary hospitals estab- 
lished throughout the country. The system of utilizing 
the services of the members of the Voluntary Aid Detach- 
ments had been highly successful; a system of Voluntary 
Aid Hospitals had been invaluable in linking up the 
military medical system with the large number of sym- 
pathetic workers amongst the civil population. Mr. Forster 
went on to eulogize the British Red Cross Society, and 
referred to the recent setting up of a Special Committee 
for dealing with certain classes of disabled soldiers, such 
as neurasthenics, epileptics, and other cases requiring 
institutional treatment. Myr. Forster was glad that this 
committee included representatives both of the War Office 
and Ministry of Pensions, and said that it would still 
further strengthen the link between the military hospitals 
and civil institutions. . Ss 

' Mr. Forster referred finally to the subject of venereal 
disease. He thought it ought to be generally known that 
the venereal rate in the army to-day was no higher than 
it was in ordinary times of peace. The absence of statistics 
for the general population in pre-war days made it impos- 
sible to say whether the total number of cases of venereal 
disease in the army was higher than in a corresponding 


portion of the civil population of corresponding ages. 


Every effort was being made to reduce the rate still 


lower. The National Council for Combating Venereal. 


Disease had given great assistance by providing lecturers 
specially chosen to speak to troops in camp and barracks. 

~ In the course of the debate Major Wheler referred to the 
position of the junior officers of the Royal Army Medical 
Corps, Territorial branch. He put the case of the pay of 
those officers and compared it with the pay of the regular 
officers of the R.A.M.C. A captain’s pay in the Territorial 
Force was 15s. 6d. a day, with allowances, which brought 
it-up to £280 a year, less income tax. These officers were 
not qualified for any extra pay under paragraph 358 of the 
Royal Pay Warrant. ‘They joined up very often at short 
notice, and had to leave tueir practices, which, in most 


cases, had gone to ruin. Therefore they were practically 


dependent upon their pay. While their pay was the same 
as that of the regular officer, the pay of the latter was 
pased on the assumption that after twenty years’ service 

e qualified for a pension of £365, There was no pension 


for the Territorial officer. He contrasted these conditions 
with that of an officer holding a temporary commission ;. 
his pay worked ont, roughly, at £500 a year, and at the 
end of his contract he could leave the service and draw his 
gratuity, whereas a Territorial officer could not leave 
until the end of the war. He considered that there was 
a genuine grievance among the medical officers in the: 
R.A.M.C, Territorial, and that something ought to be done 
to help that branch of the service. 7 : 

Mr. Macpherson, the Under Secretary for War, in a 
general reply to the discussion, announced that Lord, 
Derby had appointed a Committee to inquire into: 
anomalies of promotion, not only in the Territorial Force, 
but in the New Armies. Mr. Churchill had accepted the. 
chairmanship, and the other members of the committee 
were Lieutenant-General Sir Francis Davies, Colonel Lord 
Burnham, Lieutenant-Colonel G. F. Stanley, Colonel R. F. 
Riley, and Mr. R. H: Moore. Lieutenant-General Sir 
Francis Davies, M.P., would be military secretary; and 
Lieutenant-Colonel Stanley would act as:secretary. The 
terms of reference were as follows: i gcet 


To inquire into the system of promotion in the new armies’ 
and the territorial forces,- having special regard to anomalies’ 
which may have arisen as follows; 4e"8 

1. Promotion at home as compared with the expeditiona 
force. Promotion in different battalions. Reduction in r 
on being wounded or invalided‘and having to work up again to 
former acting rank. 

2. To inquire into the conditions under which officers holding 
temporary commissions are given permanent commissions in the 
regular army. 


3. The position of reserve of officers. ‘ 


4. To inquire how far any recommendations of the Committee 
should be made retrospective. wt 


Mr. Macpherson added, in reply to a question, that he 
believed the reference included the reserve of officers, and 
he had no doubt that the points raised by Major Wheler, 
so far as the R.A.M.C. was concerned, were included in the 
terms of reference. 


The Classification of. Army Recruits by Medical — . 

Boards. : 

Tn the Commons, on March 1st, in Supply on the Army. 
Estimates, Mr. Herbert Nield criticized the action of 
medical boards in classifymg men for the army, citing a 
number of cases brought under his notice in which it was 
alleged grievous errors had been made. Mr. Snowden, 
who followed, quoted other cases. Mr. Snowden, besides 
complaining of mistakes by medical men, raised the 
question of the calling up of men who had, during 
the period. of this war, been rejected on medical 
grounds. He believed that it was wasteful, and he 
appealed to Mr. Macpherson to take up the whole sub-, 
ject seriously. Mr. Macpherson, in reply, said he thought 
it not unlikely that the imstances of errors mentioned by. 
the previous speakers had occurred. In a comparatively 
short time a million and a-half men had been medically 
examined. It would have been exceedingly surprising if 
out-of such a very large number of cases some mistakes. 
had not been made. A first class consultant, after his: 
life’s work, could not look back and say that his diagnoses. 
and prognoses had been absolutely accurate in 100 per,cent. 
of his cases; he might say that he had partially or com- 
pletely failed to the extent of 1 per cent., and 1 per cent. 
on a million and a half was 15,000 cases. It might safely 
be said that the number of mistakes made had not been’ 
greater than that. The recruiting medical boards, on the 
whole, had done extraordinarily well; .they were in the. 
main composed of civilian practitioners belonging to the. 
Territorial Force and the Special Reserve. He had ex- 
amined the constitution of sixty-three medical boards, and 
found that the proportion of civilian to military doctors. 
was as 2 to 1, and the proportion would have been higher, 
but that it was considered necessary to have a medical. 
man of military experience as president of the board. He 
repudiated warmly an insinuation by Mr. Pringle that 
doctors had been acting under secret instructions from the- 
War Office; at the head of the boards was Colonel James’ 
Galloway, senior physician to Charing Cross Hospital. In- 
recent statistics he found that in the time covered by the. 
opening period of this year in a total of 2,000 men only 
15 broke down in training. That was not a high per- 
centage when the’ different classes from which the men — 


‘were drawn and the differences in their training were 


| 
| 
| 
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considered. Mr. Macpherson promised to ‘make 49 
into all the cases submitted to him that evening, but he 
could not undertake to do anything more. _ 


Disabled Soldiers and Sailors. 
- In the course of his speech on March 6th cxpu.iaing the 
new scheme of pensions for soldiers and sailors Mr. Barnes 
ized a number of agencies, including St. Dunstan’s 
‘for men blinded in the war, under the care of Sir Arthur 
Pearson; the Star-and Garter, which, under the direction 
of Sir Frederick Treves, is for the benefit of paralytics; 
the — at Rochampton for limbless men—the limbs 
being, of course, paid for by the Government; the hospital 
for orthopaedic cases at. St.Helens; Scottish agency in 
Glasgow dealing with limbless men which has collected 
about 150,000; the English and Scottish Red Cross 
Soldiers’ and Sailors’ Aid, and the Soldiers’ Help Society. 
' A Committee had becn appointed to deal with the case 
of totally disabled men who require institutional treat- 
ment. . Sir A. Griffith-Boscawen was chairman, Sir Walter 
Lawrence represented the War Office, Mr. Cyril Jackson 
the Statutory Committee, and-Mr. Arthur Stanley the Red 
Cross Society. Sir Harry Haward would give financial 
advice. The Committee would be responsible to the 
Ministry of Pensions. The services of Sir John Collie 
had been secured for neurasthenics, of Dr. Fox Symonds 
for-epileptics, of Dr. Hubert Bond for paraplegics, and of 
Dr. Hartley for tuberculosis. It was intended, as far as 
possible, to provide institutional treatment for all totally 


disabled men, and for this purpose to take advantage of. 


the help and experience of the Red Cross Society, which 
gvas already managing some twelve or fourteen military 
ospitals for the War Office. The Red Cross Society was 
receiving a certain standard sum to cover maintenance. It 
Was proposed to put about 100 neurasthenics in Golder’s 
Green, diluting them with about 20 orthopaedic convales- 
cent cases. The new Committce was also providing a 
place at Chalfont St: Giles for epileptics, but there was 
delay owing to difficulty in getting material. oe 
Mr. Barnes said that it had been urged that the army 
should keep mcn wounded or disabled until they were 
absolutely cured or pronounced incurable. At one time 
he himself believed that that'was the right thing to do, 
and it could not be accomplished. After consultation with 
Lord Derby and other Ministers an agreement had been 
reached under three heads: (1) That the War Office 
should undertake to keep a man in the appropriate 
military hospital as an in-patient as long as there was 
accommodation for him, or could be made for him, and to 
treat lim as an in-patient by manual and other curative 
methods; (2) that if a man had. been invalided as no 
longer fit to be a soldier, the army should: keep him 
another three weeks, giving facilities to the Local Com- 
mittee’s representative to sec the man.and the hospital 
authorities, so that arrangements might be made for sub- 
sequent treatment, cither as an in-patient or as an out- 
patient elsewhere; (3) as soon as a man was inyalided a 
card was made out indicating the sort of treatment the 
man needed after he left, and a duplicate card was sent to 
the District Committee of the locality in which the man 
intended to reside. Incidentally the War Office agreed 
that when a man left a hospital as an in-patient it would 
treat him as an out-patient in the district to which he was 
going, and if necessary would provide special treatment 
where that could not be covered by the ordinary doctor. 
_ Thus the State would pay for special treatment, and the 
expenditure would come upon the army votes. This 
scheme did not apply to the navy. Mr. Barnes afterwards 
explained in detail the provisions of the new Warrant, of 
which.a summary was given in this Jovrnat last week. 
Sir A. Griffith-Boscawen, in replying to a number of 
questions raised in the debate, said that he was glad that 
the proposal that a man certified as requiring further 
treatment should lose half his pension if he refused to 
undergo it had been genetally supported by the House. 
Where a severe surgical operation was advised the penalty 
would not be imposed. In the great majority of cases, 
however, no surgi¢al operation would be necessary, but 
merely ual treatment by machines, massage, whirl. 
pool baths, and soon. With regard to training it was not. 
| that a man should be fined if he refused to 
ergo it because the value of training in any case was 
often a matter of opinion. The draft of a new warrant for 
officers was being considered. 


In Grand Committee. 
Consideration of the Criminal Law Amendment Bill ig 
Grand Committee began on March 6th. Mr. J. W. Wilson 


presided, and there was a large attendance of members oug 


of a roll of -seventy-eight. The Home. Secretary (Sir 


George Cave), the Lord Advocate (Mr. Clive, K.C.), the: 
Under Secretary for the Home Department (Mr. Brace), © 


and the Parliamentary Secretary to the Local Government 
Board (Mr. Hayes Fisher) were present. The Home 
Secretary had charge of the bill. Its text fills six g, 
and already the notices. of amendment cover twenty 


A motion by Mr. a King to postpone consideration 


of the first clause (whic vides for the punishment of 
acts of indecency with girls under 16 years of age) led te 
a statement by the Home Secretary. as to his attitude in 
the conduct of the bill. Mr. King had remarked that soma 
of the clauses were extremely contentious, and he hoped 
that Sir George Cave would say quite early what course 
the Government intended to take. mo 
The .Home Secretary replied that. he recognized 
that this was a very grave and important bill, but all felt 
that there was ground for some action by Parliament, 
The Government wished to meet any comment in a fair 
way. -He thought there was some reason for delay in 
taking this clause, and he agreed to its postponement. t 

Mr. King next moved the postponement of Clanse I~ 


to make penal sexual intercourse by a person suffering | 
from venereal disease; but the Home Secretary objected, — 


and on a division it was decided by 47 votes to 7 that the 
clause should be taken. In the course of discussion on 
amendments, however, tho Home Secretary intimated hig 
intention of withdrawing the third paragraph of this clause 
—the paragraph which provides that where any person 


was convicted of any of the offences mentioned in the’ 


schedule of the measure, the Court might, if . they 
thought fit, for the purpose of ascertaining whether the 


person was suffering from venereal disease in a communis . 


cable form, order the person to submit to such medical 


examination and test as might be requisite for the purpose. © 
- He believed there was good reason for inserting that clause, 

in the bill, but he thought he would not be wise to press... 
in war time such a proposal when strong opposition was — 


offered. | 
There was a lengthy discussion afterwards on the 


question of wilful or negligent communication of the. 
disease. The Home Secretary acknowledged that the 


offences would in many cases be difficult to prove, amd 


Mr. Burns drew attention to cases of non-sexual trans+_ 


mission. 


The Committee has arranged to sit twice a week, on 


Tuesdays and Thursdays. Ladies constituted most of the 
public on Tuesday; some thirty or forty were presente 
They included prominent social workers in Tondon. : 


The bill introduced by Lord Rhondda in the House of 
Lords on March 6th is entitled ‘An Act to prevent the 
treatment of venereal disease otherwise than by duly 
qualified medical practitioners, and to control the supply of 
remedies therefor; and for other matters connected there- 
with.” It consists of three clauses. The second clause 
directs that the Act shall operate in any area to which it 
is applied by the Local Government Board in England and 
Wales, Scotland; and Ireland respectively. The operative 
clause is as follows: 
- Prevention of the Treatment of Venereal Disease or the Supply 
Remedies therefor, otheriéise than by Duly Qualified 
(4) In any area in which this Act is in operation s person shall 
not, uniess he is a duly qualified medical practitioner, for 
reward either direct or indirect, treat any person for venereal 
disease or prescribe any remedy therefor, or give any advice in, 
connection with the treatment thereof, whether the advice is 


given to the person to be treated or to any other person...’ 


(2) In any area in which this Act is in operation, aperson 
shall not-sell, offer for sale, supply, offer to supply, or dispense. 
any drug or medicinal or other preparation as a remedy 


venereal disease, unless the remedy is dispensed on and i 4 
accordance: with the written preseription of a duly qualified: | 


medical practitioner, and is supplied for the use of. the _ 
for whom the remedy has been prescribed: Provided - that 
nothing in this section shall affect-— .. 


(a) The sale or supply of any such drug or preparation by,: ; 


or to, a duly qualified medical practitioner; or 
(6) The wholesale sale or supply of any such drug oF 
preparation. 
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MARCH 10, 1917] _ ABDOMINAL WOUNDS. 
(3) If any rage acts in contravention of any of the pro- ' . | 
7 isi of this section, he shall be liable on conviction on Tl BH} | 
to imprisonment, with or without hard labour, for a WAR 
» not exceeding one hundred pounds, or to imprisonmen 
». an ~ without Lara labour for a term not exceeding six ABDOMINAL WOUNDS. 
months. Drs. Hans BurckHarpt and F. Lanpois have reported 
Sek the disease “means | the results of their observations on 297 cases of 
syphilis, gonorrhoea, or soft chancre, or any disease o e tt! The diffi i 
nito-urinary organs which may reasonably be suspected to | SUNS | ures azarett.” e diii- 
ee venereal disease. culties of operation in these cases were in a td 
dependent the complicated anatomical conditions” 
present. heir anatomical observations were based on 
: The New Circular as to Vaccination.—Mr. Snowden asked is 174 examinations (in vivo and post mortem), and from & 
Hayes Fisher what was the cause of the circular sent out by 
R the Local Government Board making regulations for medical | consideration of these they divided abdominal wounds into 
i: officers of health to vaccinate small-pox contacts. Mr. Hayes | two primary classes—‘ dangerous” and “relatively harm- — 
1 Fisher Epepited fhe ihe was less.” Dangerous wounds included those in which wound 
overnmen oard was vise at 1t Was desirabie 
3 rence of any case of small-pox the prompt vaccination and re- | Present, miection constituting the danger in the former, 
2 vaccination of persons who had come in contact with the | haemorrhage in the latter. Relatively harmless wounds in- 
J infection. Cases of small-pox were now being reported from | cluded those of the abdominal wall with or without wound 
diferent parts of and wagof special | of the peritoneum, tho viscera being uninjared. Dangerous 
e pre fi 
; disease. The Board stated in the circular sent out with the. | Wounds were further subdivided according to the degree _ 


regulations that in their view a fee of 2s. 6d. should be paid for 
each vaccination. ‘This fee would be paid by the local authority 
employing the medical officer of health to perform the vaccina- 
tion. The order was made under Section 130 of the Public 
Health Act, 1875. 


The Supply of Spirits to Hospitals—Sir G. Touche asked 
whether the application of the restrictions governing the with- 
drawal of spirits from bond was resulting in hardship in the 
case of hospitals, both rsmeod | and civil, through the inability 
of retailers to supply the small quantities of brandy necessary 
for consumption. Sir G. Touche suggested that this occurred 
because the hospitals could not show an average, as their needs 
varied according to the nature of the cases under treatment. 
In reply Mr. Baldwin (Junior Lord) said that no representations 
had been made to the Board of Customs by the hospitals as to the 
effect upon them of the present restrictions, but that inquiry 
was being made into the case of one hospital mentioned by 
Sir G. Touche. 


Bonesetters.— Mr. Bliss inquired whether ‘‘ Corporal A. B.,”? 
who was lamed at the front, was examined by a board of seven 
doctors, discharged from the army and granted a pension, was, 
after treatment by Mr. Barker, restored to activity and strength, 
and was now liable to serve with the army again. Mr. Mac- 
pherson replied that in the absence of particulars as to the 
man’s name and unit he was ‘unable to inquire into the 
circumstances of the case. In reply to Mr. Richard Lambert, 
who asked whether, if the need for further assistance from the 
medical profession existed, the Army Medical Department 
would relax the rule depriving them of the services of recog- 


in which the peritoneum was involyed. Thus, an organ 
might be injured through a peritoneal perforation, or extra- © 
peritoneally, or through the intact peritoneum. Of the 
last-named variety, which .was very uncommon, two. 
instances were met with. In one the bullet fractured 


the left ilium; at the operation the peritoneum was — 
found to be intact, but there was commencing general — 


peritonitis starting from a small perforation of the ileum. 


In the second case a large and deep grenade wound of - 


the flank was present, and the patient died the next. 
day; there were small perforations of the lowest part of 
the ileum and ascending colon, with severe haemorrhage 


and peritonitis. In extraperitoneal dangerous weunds, * 


where the organs affected were tie colon, bladder, rectum, 


and kidneys, the danger of fatal peritonitis was absent, . 


and there remained only that of cellulitis; moreover, 


when haemorrhage occurred there was more prospect of 
its spontaneous arrest, and, if external, less difficulty in . 


its treatment. 

Of relatively harmless wounds, some—such as tangential 
wounds of the peritoneum with apertures of entry and 
exit in the skin—had little significance. Tangential 
wounds in which the peritoneal cavity was exposed ex- 
ternally were not to be regarded as dangerous. Further, 
undoubted cases occurred in which the bullet had passed 


4 nized experts such as Mr. Barker and doctors holding a medical | through the peritoneal cavity without wounding the — 
3 degree, subject to such precautions as might be considered | Mtestine. ‘ , 
a necessary, Mr. Macpherson said: The War Office is in constant _ Stomach. i : 
1 touch with the representatives of the medical profession; duly In perforating wounds of the stomach the two apertures 
gatlited American doctors are, being employed. Heplying to | were situated in the antorior wall or in the posterior, or 
nished he made as five officers | 12 each; or there might be a single wound from tan- 
; of the 7th Oxford, now at Salonica, “‘ were enabled to serve their | gential injury. If the posterior wall were perforated, the 
; country only after receiving —— treatment after all | extravasation occurred into the small sac and not into the 
7 other forms of treatment had failed.” general peritoneal cavity. ‘Tangential wounds near the | 
curvature were a frequent cause of severe haemor- 
Medi epartment.—Replying to Mr. Yeo, who asked 
now had all the medical rhage, but the cavity of the stomach in 
; assistance it required, and, if so, why appeals were being made | @0y considerable quantity was uncommon; only one case 
; for more doctors, Mr. Macpherson replied: Yes, sir, the Army | of haematemesis was met with. On account of the slight - 
y Medical Department is receiving the fullest assistance from the infectivity of the stomach conteuts these injuries had a 
: _ medical profession and ee angen Reg system | fair prognosis if operated on. Spontaneous healing could . 
of relieved thins hate occur, if the stomach were empty at the time of wounding. 
: ed ead In one case the aperture opened into a large abscess; in a | 
second, it was closed by adhesions of the stomach to the 
7 The Registration of Pharmacists.—In regard to the question | ynder surface of the liver. In both cases the defect 
7 whether the Privy Council would make representations to the resembled a chronic ulcer. j swe 
Pharmaceutical Society to secure the registration in this 
; country of pharmacists with foreign diplomas, Sir George Cave RY o 
referred Mr. MacVeagh to a reply given to Sir W. J. Collins Small Intestine. 
last week. No representation had been received as to any It was found that the number .of. apertures in the , 
shortage of pharmacists for army work. The matter would | jjeym varied from one to thirteen and was greater in . 
have to be dealt with, but the Home Secretary could not wounds through the middle of the abdomen. The aper- 


promise at present to introduce legislation. 


THE birth-rate in Bavaria has shown a sharp decline 
daring the war. In 1913 it was 20.7 per 1,000, and in 1915 
only 15.8. The number of infants dying in Berlin in the 
summer of 1916 was much smaller than in the previous 
summer. In July, 1916, there were 210 deaths among 
infants under one year, whereas the corresponding figure 


tures were usually in pairs and near together; at times, 
however, an aperture was found at a distance from the 
rest. A single tangential wound could not generally be 
recognized as such and a second aperture should always 
be carefully sought for. Perforations of the small bowel 


were in most instances easily detected, but where the | 


mesentery had been wounded and the bowel perforated 
tangentially between its layers, it was possible to overlook 


the perforation. The amount of faecal extravasation was . 
at times small, and varied with the size of the wound and ° 
the distension of the bowel. In only.one case, in which 


cool weather in 1916 partly accounts for the smaller number 
of deaths, but as the number of births was lower in July, 
1916, than in July, 1915, the returns are to a certain extent 
fallacious. 


x for July, 1915, was as high as 410. It is thought that the 
> 


1 Bruns's Kriegschir., Heft 25, p. 61, Beitr, 2. klin. Chir., Ba. 103; 
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general peritonitis was- absent, was there an cncapsuled 
abscess around the perforation, which was. small. In 
larger apertures the mucous membranc became prolapsed, 
but not so as to hinder the passage of faeces; on the other 
hand, it excluded all possibility of spontaneous healing. 
Wounds of the mesentery were a frequent cause of serious 
haemorrhage. 
Large Intestine. 


_« The gravest wounds of tlhe abdomen, apart from severe 
haem es, were those of the large intestine. On 
account of the marked infectivity of its contents, the 
‘authors consider wounds of the colon incapable of cure by 
ration if +e extravasation of faecal matter was con- 
siderable. In the rare cases where large wounds had 
been operated on with success the extravasation had been 
slight; with small wounds it was not unusual to find ex- 
- travasation almost absent. The apertures, as many as six 
in one case, were mostly easy to detect, although somewhat 
more difficult when retroperitoneal. Great difficulty arosc 
in wounds of the transverse mesocolon, a possibly large 
perforation in the bowel being hidden by the gastro-colic 
omentum; and in such cases a haematoma or inflamma- 
tery discoloration of the tissues, such as generally served 
te indicate rtroperitoneal wounds of the ascending and 
descending colon, was generally absent. Equally difficult 
were tangential wounds of the retroperitoneal surface of 
‘the colon, where the bullet track disappeared behind the 
bowel. A large wound might be entirely unsuspected, 
and. it should never be forgotten that not only the calibre 
of the bowel, but also the position of its retroperitoneal 
portion, varied greatly from time to time. Purely retro- 
peritoneal wounds resulted in fistulae or abscesses, 
which could be dealt with surgically; but when 
the bellet in its further course opened the _peri- 
toneum, possibly at some distance from the bowel, 
infection of the track and peritonitis resulted, followed b 
a virulent retroperitoneal cellulitis often associated wit 
gangrene of the bowel. A small wound of the colon 
might be closed spontaneously by a fold of omeutum, but 
after a temporary limitation of the peritonitis complicated 
and unmanageable abscesses or a general chronic periton- 
itis usually arose, and death occurred from gradual ex- 
hhaustion. No case of unquestionable spontaneous healing 
of an intraperitoneal wound of the colon was met with. 
Severe haemorrhage frequently followed wounds of the 
transverse or sigmoid mesocolon. 
_Of seven cases.of extraperitoneal wound of the rectum 


one died from gas gangrene, the remainder recovered. 


without primary operation, but four of them with faecal 
fistulae. 
Liver. 

_ - In wounds of the liver there was a tendency to extensive 
laceration around the bullet track and for the bullet to 
become lodged. Severe and uncontrollable haemorrhage, 
however, did not necessarily arise provided no large vessel 
had been opened. Even with extensive lacerations spon- 
taneous ‘arrest of haemorrhage might occur. In cases 
where the liver was wounded by a bullct passing through 
the thorax the haemorrhage took place into the pleural 
cavity and not into the abdomen, so that the absence of 
blood from the abdomen was not in all cases a proof that 


severe haemorrhage from the liver had not occurred. - 


Though the lacerated tissues of the liver would seem to 
furnish a favourable soil for infection, only two cases of 
acute hepatitis were.met with; where suppuration occurred 
it was usually of later onset. Late abscesses depending on 
infected liver sequestra were never observed. 


~ Ruptures of the kidney from contusion were especially 
liable to be followed by infection, in which the prospects 
of spontaneous healiug were small. 


Bladder. 

The bladder wounds observed were mostly small and 
caused by bullets; the apertures were two in number, 
or single from tangential wound or lodgement of the bullet. 
Extensive lacerations due to the explosive action on the 
’ distended bladder of wounds inflicted at close quarters 
were not met with. Where two aperturcs were present 
they might be either intraperitoneal or extraperitoncal ; 
generally one aperture was intraperitoneal, the other 
extr i 
urine into the peritoneal cavity often occurred only when 


With small wounds extravasation of - 


ra | 


the bladder was full. In several cases the urine was dig. 
charged through the external wound, and in two of these 
healing resulted. When extravasation took place into the 
peritoneum peritonitis was almost inevitable, the following . 
case being quite exceptional. - The aperture of entry wag 
at the coccyx, that of exit below the umbilicus; from the: 
latter much bleeding occurred, and subsequently a dis., 
charge of urine, most of which was passed in this wa 
instead of through the catheter; obviously the wounds of. 
the bladder must have been boih extraperitoneal and intra. 
peritoneal. Symptoms of peritonitis occurred: carly, bat 
subsided ; the rectum also was perforated. The condition- 
of the patient at the time of the report. was good.: Wounds: 
in the bladder were often difficult to find: a small wound: 
would be seen in the peritoneum, while that in the bladder - 
could only be detected by dissecting off the serous layer, 
The gravity of wounds of the neck of the bladder lay in’ 
the impossibility of using the catheter. In such cases the: 


urine might be discharged externally if tlre wound were? 
large; otherwise death resulted from nrinary’ 
Pet 


sufficiently 
phlegmon. 


Prolapse. 

Prolapse of an organ occurred extcrnally through wound 
of the abdominal wall, or internally into the pleural. 
cavity in tangential wounds of the vault of the diaphragm. 
The former were not in themselves fatal provided opera-. 
tion were not delayed; es; ecially favourable were those. 
cases in which the aperture in the abdominal wall had: 
arisen from tangential injury. Where the injury had 
been more direct the prolapse was usually associated with 
lacerations of the abdominal viscera; such injurics were of 
the gravest type. 


Peritonitis. 

Peritoneal symptoms were absent in wounds limited to 
the abdominal wall, and in those rare instances in which 
the peritoneum had been perforated without wound of an 
organ. Generally, too, they were absent in retroperitoneal 
wounds; and although symptoms simulating those of 
peritonitis might occur early in the case, they rapidly- 
subsided. ‘The symptoms of perforation of the bowel were 
those of commencing peritonitis, and the severer the wound 


the earlier these appeared. In small wounds of the 


duodenum or empty stomach they might be slight and 
late in appearing, and in those of the small bowel the 
symptoms might be slight at first, but were, as a rule, 
distinct after three hours. As regards the colon, the onset 
was rapid even with small perforations. 

Rigidity and tenderness on deep pressure, as signs of 
peritonitis, were always bilateral, and, if established with. 
certainty, indicated commencing peritonitis. Neurasthenia 
only and the nervous effects produced by grenade and mine 
wounds could give rise to any doubt, and in these cases the, 
whole body was usually tender. On the other hand, . 
bilateral contusions of the thorax were at times 
accompanied by all the symptoms of peritonitis. : 

Vomiting was a symptom of slight value early in the | 
case, for it oecurred frequently in severe wounds of all 
kinds and was not uncommon in abdominal haemorrhage. 
It was of much greater diagnostic value when it occur 
in increasing severity after the lapse of .a few hours. 
A rapid and feeble pulse might depend on shock or severc- 
haemorrhage, as well as on commencing peritonitis. 
Great thirst was almost a constant symptom. But in all- 
cases in which the diagnosis was at all doubtful the 
authors considered that the most important symptom was 
the general appearance of the patient, and especially the 
facial expression. The relaxed features, deeply-sunken 
eyes, and half-open mouth, the ill-defined anxiety, and 
costal breathing, frequently led to a correct diagnosis in 
doubtful cases. 


Operation. 

General rules as to the choice of cases for operation it- 
was impossible to lay down, but the authors’ practice was . 
to operate within eight to twelve hours after wounding, 
when the signs of perforation of a hollow organ were 
present, or in severe haemorrhage. In cases of haemor- 
rhage without perforation of a hollow organ, in which . 
the pulse was fairly good, the operation was delayed; 
if the pulse were feeble, operation was performed. In- 


times of great congestion operation was not undertaken in - 
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cases of prolapse (except in the tangential wounds of the 
abdominal wall before referred to), in cases of severe 
haemorrhage with probable perforation of the bowel, nor 
in cases Where the intensity of the peritoneal symptoms. 
indicated a severe infection probably from wound of the 


colon. 
CASUALTIES IN THE MEDICAL SERVICES. : 


ARMY. 
Killed in Action, 
Captain J. E. D.S.O., R.A.M.C.(T.F.). 

Captain Joseph yEllis Milne, D.S.0., R.A.M.C.(T.F.), 
has been reported as killed in action, aged 48. He was; 
the youngest son of Captain James Milne, shipmaster, 
and was not married. He was educated at Aberdeen,, 
where he graduated M.A. in 1888, M.B. and C.M. with? 
honours in 1891, and M.D. with honours in 1894. Afters 
a short period in Liverpool he returned to Aberdeen, 
and was in practice there till he took a commission’ 
as lieutenant in the First Highland Casualty Clearing 
Station on April 25th, 1915, being promoted to captain 
on completion of a year’s service. After a period of 
gervice with the Casualty Clearing Station he became 
medical officer to one of the battalions of the King’s 
Liverpool Regiment (Liverpool Irish), A tribute paid 


_Carrain J. E. MILNE, 
(Photugraph by MacMahon, Aberdeen and Strathpefer) 


fo him by a personal friend in the Aberdeen .Daily 
‘Journal says that he threw himself with zest into 
‘thé life of the ‘battalion, and that when it was in rest 
‘billets he organized football teams, learnt to know 
every man, and set his heart on taking care of their 
health so that there should be no unnecessary wastage. 


The respect he had earned from senior officers ensured . 


‘that aly representation from him that a company re- 
quired rest was always accepted. He had had special 
experiences of strains and injuries of the limbs on the 
football field at Pittodrie, and this knowledge came in 
‘useful in the trenches, where such accidents may easily 
‘happen on a slippery duckboard. When the battalion 
went into action re was always with it; the call of duty 
to him was plain and he never spared himself. The 
bravery he displayed in the battle of the Somme was 
xecognized by the award of the D.S.O. in October, 1916, 
and he was again mentioned in Sir Douglas Haig’s new 
year’s dispatch. 

Professor Joun Marvocn, C.V.O., writes: As an old class- 
fellow of Dr. J. Ellis Milne, who was killed in action in 
France on February 22nd, I have been asked to write a 
few words of appreciation. The most outstanding feature 
of his university career was his earnestness and extra- 
‘ordinary capacity for work. Morning, noon, and night, 
with very rare intervals for recreation, he laboured to 
master his profession, and was rewarded by obtaining his 
degree with honours. Soon after graduation he set Iod 
down in Aberdeen, and by his untiring industry and kindly 
nature acquired a very large practice. Although he did not 


mix much with his medical brethren, mainly through lack 


of time, his relations with them were always of the best. 
Anything unprofessional was entirely foreign to hint. 
‘When a call was made for men in Aberdeen to form a 
casualty clearing station Milne at once offered his services. 
He felt that when so many were called upon to make sacri- 
fices he ought to do his part. It was no surprise, liowever. 
‘to those of us who knew him when-we heard that he 
remained only a short time with the unit he went out 
with. His ardent and eager nature compelled him to get 
into the thick of things, and he became medical officer to 
a battalion. From many sources I have heard of his 
heroic work in the trenches among the men. No con- 
sideration of personal danger ever deterred him from ¢ 

out to succour them in an attack. To onlookers bis life 
seemed a charmed one, so frequently did he eséape when 
escape seemed impossible. At last, however, he fell, and 
he fell, as I am sure he would have wished, doing his duty. 
The news of his death has caused many a pang of regret 
‘among his medical colleagues in Aberdeen. He-will ever 
be remembered by them for his brave self-sacrifice, 


Died on Service. 
.Cotones W. A.M.S. 
Colonel William Hallaran, Army Medical Service, Assis- 
tant Director of Medical Services, Jabalpur and Jhansi 
‘Brigades, died at Jabalpur on January 23rd. He was 
‘educated at Trinity College, Dublin, where he graduated 
as M.B. and B.Ch.-in 1884, and entered the R.A.M.C. a 
——_ on July 27th, 1887, becoming major on July 28th, 
1899, lieutenant-colonel on March 1st, 1912; and colonel 
‘on March Ist, 1915. He'served in the Burmese campaigns 
in 1887-89, medal with clasp; in the Chin-Lushai ex- 
pedition on the north-east frontier of India in 1889-90, 
clasp; and in the South African war in 1899-1901, wlien 
he took part in the relief of Kimberley, in the actions of 
Paardeberg and Driefontein, and in the operations-in ie 
Orange River Colony and in Cape Colony,: gaining: 
Queen’s medal with four clasps.’ 


Dr. Laura E. Forster. 
_. Dr. Laura Elizabeth Forster, who died recently on the 
Galician front from heaxt failure following. influenza, 
received her medical education at Berne and London. 
She took the degree of M.D.Berne and the State diploma 
‘of Switzerland in 1894, and the diploma of. the Conjoint 
-Board- in - Scotland. in the . following. year. .She was a 
Fellow of the Royal Scciety of Medicine and a member of 
the Association of Registered Medical. Women. Prior to 
.the war she was in practice in Notting Hill, London. . S 
had been actively engaged‘ at Petrograd and Erzeruni. 
‘From there she went to Staroe Chilnoe, and Jater to the 
Russian front in Galicia, where after three weeks” work at 
‘the 52nd Epidemic Hospital at Zaleschiki for soldiers 
attached to the 7th Army, she contracted influenza which 
DEATHS AMONG SONS.OF MEDICAL MEN. 
Goulden, Alan Edmund, Private, Royal Fusiliers, aged 19, 
killed in action during. an advance.on February 17th,was-the 
“second son of Captain and Mrs. Goulden, R.A.M.C.T., of Stock- 
ort. He was educated at Stockport Grammar School! anil 
‘Epworth ‘College, Rhyl. He enlisted in the Public School 
Battalion of the Royal Fusiliers in March, 1915, wént to tlie 
front in April, 1916, and had served throughout the offensive on 
‘the Somme. His company commander speaks of him as ‘‘ avery 
gallant soldier.’? His elder brother, Second Lieutenant Doniald 
‘Goulden, is an inmate of Whitworth Street Military Hospital, 
‘recovering from serious wounds rece v «i in June last. uz 
Innes, Edward Cosmo, Private, Canadians, youngest son of 
Dr. Innes, of Port Credit, Ontario, Canada, formerly of Matlock 


.Bath, Derbyshire, killed by shell fire on October 22nd, 1916, 


aged 23. 

, Bernard Guy, Able Seaman, Royal Naval 
Division, youngest son of Dr. Charles Richardson, of Leeds, 
killed in action recently, aged 33. Before the war he was 
a solicitor in London.’ 
. West, Neville, Captain Berkshire Regiment, second son of 
Captain C. J. West, R.A.M.C., of Newbury, killed on February 
16th, aged 22. He was educated at Marlborough and at the 
United Services College, Windsor, and entered the army frem 
Sandhurst on January, 24th, 1914, becoming lieutenant on 
November 15th, 1914. He was mentioned in dispatches; and 
gained the Military Cross in May,1915. .. . 


MEDICAL STUDENTS. 
Dobson, James Robinson, Second Lieutenant Royal Irish 
Fusiliers, who died of wounds on February i9th, was the only 
son of Mr. William Dobson, Mohill, co. Leitrim. He entered 
the School of Physic, Trinity College, Dublin, in 1907, and whe 
war broke out was studying medicine at Edinburgh. He en- 
listed in the Royal Scots Regiment, ‘and served with this 
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regiment abroad (in until Fobruary, 1916, 


received a commission in the Ro al Irish Fusiliers. 

Smith, Ernest Frederick William, was a first year medical 
‘student in the Schoo! of Physic, Trinity College, Dublin. When 
-war broke ouf he at ouce volunteered for active service. and 
xeceived a commission in the Leinster Regiment in September, 
1914. He is reported as havi _~ died of wounds in January, 1917. 


HONOURS. 


A SUPPLEMENT to the London Gazette, dated March 3:d, 
contains a list of honours conferred for meritorious service 
in the field. ‘The following medical officers are the 
recipients of the honours indicated : 


To be Companion of the Distinguished Service Order. 
Temporary Captain .Charles Owen Donovan, M.B., R.A.M. C., 
attached North Lancashire Regiment. 

For conspicuous gallantry and devotion to duty. He displayed 
courage of a very high order over a period of forty-eight hours in 
attending to a large number ef wounded of his own and other units in 
a shallow muddy trench which was continually subjected to heavy 
fire. On another occasion he dressed several wounded officers in 
the open. -He was cd wounded. . . 


. Military Cross. 

Temporary Captain George Noel Braham, R.A.M.C. - 

- For conspicuous gallantry and devotion to duty. He with ee 
others worked continuously under intense fire and succeeded in 
rescuing several wounded men from an advanced dressing station, 
which was untenable He set a fine example of cburage and 
determination throughout. 

*Temporary Captain John Crawford, R.A.M.C. 

For conspicuous gallantry and devotion to duty. He took a 
party of stretcher-bearers to the posifion and proceeded to attend 

to the wounded under heavy fire. He set a fine example of 
courage and coolness throughout. 

Temporary Captain John Ferguson, M.B., R.A.M.C. 

For conspicuous gallantry and devotion to duty. He displayed 
great courage and determination in tending the wounded und-r 
the most infense hostile fire. Later, although himself wounded, he 
cemained at his post until all the wounded men had been dressed. 

Captain Alaister Fraser Lee, M.D., R.A.M.C. 

For conspicuous gallantry and devotion to duty in attending 
toa very large number of wounded under continuous heavy shell 
fire. He was thrown dowr and wounded by the explosion of a shell, 
but continued ¢ » perform his duties in the most galiant manner. 

Captain Charles Kingsley Parkinson, A.A.M.C. F 

For conspicuous gallantry and devotion to duty. He brought 
several wounded streteher-bearers into the dressing-station under 
very heavy fire, thereby undoubtedly saving many lives. He set a 
splendid example of courage and determination throughout. 

Temporary a William Douglas Reid, M.B., R.A.M.C., 

attached Manchester Regiment. 

For conspicuous gallantry and devotion to duty. He displayed 
great courage and skill in tending the wounded aoe heavy fire. 
Later, although himself wounded, he continued to dress the 
wounded of all units. He has previously done fine work. 

Captain David Christopher Vey, R.A.M.C.(8.R.), attached East 

Lancashire Regiment. 

For conspicuous gallantry and devotion to duty. He attended 
to the wonnded in an open trench under very heavy fire. Later, he 
assisted to bsing in many wounded men from the advanced trenches. 
He set a splendid exampie of courage and determination throughout. 

Captain Cyril James Berkeley Way, R.A.M.C.(S.R.). 

For conspicuous gallantry and devotion to duty.- He repeatedly 
led his bearers through inten-e enermy barrages. He personally 
—_ several wounded men from shell holes wader machine-gun 


The Military Cross has also been conferred upon the Rey. 
Richard William Dugdale, Temporary Chaplain, for assistance 
rendered to the wounded, and also to Private H. J. Sipthorp, 
R.A.M.C., for gallantry and devotion to duty. 

The following correction is published of fhe announcement in 
the London Gazette of February 13th recording the award of a 
bar to the Military Cross: 

For Temporary Captain William Kenneth Mackenzie, M.C., M.B., 
R.A.M.C., read Femporary Captain Kenneth William Mackenzie, 
M.C., M. B., R.A.M.C. 


COMMENDED FOR SERVICES. 

The following medica! officers are included in the eine list of 
names brought to the notice of the Secretary of State for-War 
for valuable services rendered in connexion with the war; they 
all belong to the A.M.S. or R.A.M.C. unless otherwise 
indicated :. 

Fleet Surgeon F. ‘Bradshaw, R.N. (ret.). 
Surgeon Generals: A. Bedford, C.B., C.M.G., W. G. 
Birrell, J. C. Culling, W. J. Fawcett, C.B. (ret. ead Ww. 
Ford, C.B., D.S.O., Sir T. J. Gallwey, K.C.M.G., C.B., 
Hathaway. C.B., F. J. Jencken, M.B. 

ee G.G. Adams, J. M. Beamish, de B. Birch, C.B., V.D., 
W. H. Bull, V.D., BE. A. Burnside, E. Butt, W. Coates, C.B., 
J. Croly, T. F. Dewar, U. E. Faunce, R. A. Forman, P. 
Giles, C.B., F.R.C.8., St. J. C. Gore, C.B., J. Griffiths, 8. 
Hoyland, R. Jennings, W.G. King, I.M.S., W. Kinnear, T..J. R 
Lucas, W.A. Mav, C.B., C. P. Oliver, A. Peterkin 

y), W. Quarle, LMS. ), J. R. I. Raywood, A. 
Russell . (ret. pay), J. V. W. Rutherford, 
V.D , F.Res., 8. Simpson, O. Todd. 

Honorar Colonc! C. J. Bond, F.R.C.8. 
J. Aikman, M.D., ¥.M.O. Roral Guernsey 
ilitia 


HON OURS. 


‘Hernaman-Johnson, J. McLeish, J. 


Colonel W. Hind, M.D., F.R.C.S. 
‘Temporary Colonel H. H. Tooth. : 
Lieutenant-Colonels: J.-B. Anderson, C. Averill; D, 
Barry, I.M.8,, J. pay), R. A. Bolam, R, P 
Bond, H. H. Brown, M-B., J. BY W. Buchanan (ret.), J. P. be 
T, 
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C.M.G., R. Caldwell, BCS. < Callam, E. M. Callender, 
Charlesworth, C.M. G. (ret.), C.. P. Childe, F.R.C. S.,.M. A, 
Gollie, M.B., I.M.S. (ret. pay), A. Connell, F.R. C8., M. P, 
Corkery, D. G. Crawford, L. ‘gs. (ret. pay). A. Dodd, D.E 
Evans, N. agg H. Fenwick, D. F. Franklin, F.R.GS. 
(ret pay), R . R. Fuhr, D.S.0O., A. B. Gemmel, T. Gowans, 
M.B., P. B. Haig, M.B., R. H.. Hall, ‘T. W. Hamilton, 
C.M.G., _K. Harrison, M.B., F. H. P. Hawkins, 


Marsh, F.R.C.S., W. J. Maurice, E. F. Maynard, 
H. Moore, A . E. Morris, R. E. r Morse (ret. list), Sir 
8. F. “Murphy, F. “Nichols, M.K., J. E. Nicholson (ret. 
O’Comnell, M.D. (ret.), J. Gidfield, L. Orton, 
-Pilcher (Brevet Colonel); M.B., Sig C.8., P. J. Probyn, D.S.0;, 
M.B., G. 8. A. Ranking, M.D., W. 8. P. Ricketts, I.M.S. (ret.}, 
-W. M. Roecroft (honorary y temporary Colone}) 
J. V. Salvage, M.D. pay), J. C. Smith, I.M.S. (ret. pay), 
W. H. Steele (ret. pay), Swabey, C. 

Thiele (ret. pay), H. (ret. pay), 
J. Tidbury, W. Turner (ret. pay), H. W. Webber, 8. White, 
C. W..H. Whitestone, M. J. Whitty (ret. pay), G. Wilson (ret. 
pay), T. B. Winter, G. 8. Woodhe: ad. 

Surgeon-Lieutenant-Colonéls: P. Bentlif, Medical Corps, 
Jersey Militia; W. K. Crooke-Lawless _- Guards). 

Brevet Lieutenant-Colonel J. 8. Bostock, M.B. 

Temporary Lieutenant-Colonels: F. W. Ellis, M.D., F.R.C.S., 
T. H. Gibbon, W. L. W. Marshall, G. E. Miles, R. J. Moreis, 
M.D., 8. Mort, W. J. N. Vincent, A. S. Woodwark, J. 
Woodyatt, W. M. D. Wrangham. 

J. A. R. Y. Anderson, E. U. Bartholomew; 

Biggs, C. Bramhall, A. J. Chambers (ret. ), 3. J. Cox, C. W. 
hog M. W. Falkner, J. C. Ferness (8.R.), C. E. P. Fowler, 
W. M. Gabriel, E. Gray, R. W. Ww. ; Henry, M.- D., J. K. Jamieson, 
M.B., F. _Lamballe, M.B., H. 
of Off. ), E H. Myddelton-Gave Myles 
O’Reilly, D. W. Patterson, M D. “Penney, J ‘H. 
M.D., W. Siberry, A V. Sinclair, H. Stott, ’D. Wallace, 
Cc. M.G., G. W. Watson, M.D., F.R.C.P., a. Wilson. 

Surgeon. Major R. E. ‘Lander, Hampshire Regiment. 

ey Majors: A. H. Carter, 'T. 

Res. Coward, M.B., 8. Fleming, D. M.D., 
A. J. Hall- Edwards, N. 8. Manning, 


H. - Roberts, M.D., F.R.C.S., H. J. Shirley, M.D., F.R.C. S., 


G. H. Spencer. 
Temporary honorary Major C. H. Miller. 
sarong (temporary Lieutenant-Colonels): C. W. Eames, 
Lister 
A ee -Captain R. A. Bostock (ret. ), Res. of Off. Scots 
uards 
Captains (temporary Ma, jors): A. C. Farquharson, M.D. 


Captains: E. A. Baxter, J. A. Bennett, F. 


ee W. B. Cosens, C. M. Drew, . M. Holmes, 

- McGillivray, H. J. McGrigor (Res. of Off.), H. J. Pechell, 
MM. W. Ruthven 18.R.), J. ‘E. Turle, W. Wirgman. : 

Temporary Captains: A.- Abrahams, M.D.,. R. Buchanem, 
E. P. G. Causton, C. o. te B. Daly, F. J. P. Davies, J. G. 
Duncanson, J. Ewin R. H. D. Gillies, F. 
M. MacMillan, H. T. 
Mant, G. Muir, M.B., R. = K. Paton, M. 'B., H. R. Sedgwick, 
J. 8. "Stewart, J. Taylor, A . Trower, T. G. Wakeling, H. m 
Weekes, J. R. "Williamson, W. H. Wishart, L. D. Wood 

Quartermasters and Honorary Majots: H. "Beach, 
A. Clapshaw, H. Copping, B. Goater, F. W. Hal 


Quartermasters and Honorary Captains: W. G. H. 


Painton, J. Wilson. 

and Honorary Lieutenants: W. Culver, 
W. Goodly, W. Hicks, E. Janes, Mathews, C. J. Rogers, D. 
Stout, A. G. Toa 


The list also includes the names of 76 non- commissioned . 


officers and men of the R. A. 


Tnion of South Africa. 
Lieutenant- Colonels : s. McGrigor, T. S. Murcell, and F. Ne 
Thornton (S.A.M.C.). 
Majors: M. G. Pearson and A. Y. St. Leger (S.A.M.C.), 
Captain G. W. 8S. Robertson (S.A.M. 
The name of one non- ‘officer of the Africas 
Medical Corps is mentioned in the list. 


Commonwealth of A ustralia. 
Colonel (temporary Surgeon-General) R. H. J. Fetherston. 
The names of one warrant officer and three staff sergeants of 
the A.A.M.C, are included in the list. 


Dominion of Canada. 

Colonels: G. 8. Rennie (C.A.M.S.), J. W. Bridges, L. Drum, 
and W. A. Scott (C.A.M.C.). 

Lieutenant-Colonels: J. D. Brousscau, W. S. Buell, I. H. 
Cameron, G, Chambers, J. D. Courtenay, F. G. Finley, 'D. We 
McPherson, F, H. Mewburn, and W. L, Watt (C.A.M. 


J. W. Tatham (ret.}, 


A. Leebody, J. D. 


M. Carter (Lt.-Col. T.F. 
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' £4,534 19s. 6d. was paid by the Government. 
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Majors: L. D. M. Baxter, F. C. Bell, R. Bowie, D. A. Clarke, 
C. E. Doherty, L. E. W. —/ A. W. Macpherson, J. C. 
Meakins, C,H. Reason, C. K. Russel 
Starkey, R. Wilson, and C. A. Young (C.A.M.C.). 

Captains: M. H. Allen, A. W. Bagnall, C. A. Barager, B. M. 
Bayley, G. Boutheillier, F. B. Bowman, J. R. Goodall, G. C. 
Hale, A.J. Lomas, D. W. McGaffin, W. J. MacKenzie, H. C. 
Mersereau, E. A. Neff, H. a R. W. Thomas, E. L. Warner, 
and J. H. Williamson (C.A.M.C.). ' 

uartermasters and Honorary Captains J. J. Cawthra and 
R. Kirkpatrick (C.A.M.C.). otis 

The list also includes the names of 59 non-commissioned 

officers and men of the C.A.M.C, 


Ceylon. 
Major D. Rockwood, Ceylon Volunteer Medical Corps. 


"China. 
Surgeon-Major G. D. R. Black, Hong Kong Volunteer Corps. 


Malta. 

Surgeon-Majors A. E. Mifsnd, R. Randon, and R. Vella, of the 
Royal Horse Artillery ; Surgeon-Major R. Samut, of the King’s 
Own Malta Regiment of Militia; and Licutenant-Colonel R. P. 
Samut, F.R.C.8., of the British Red Cross and Order of St. John. 


Dominion of New Zealand. 

Colonel W. H. Parkes, C.M.G. (N.Z.M.C.). 

Lieutenant-Colonel B. Myers (N.Z.M.C.). 

Majors (temporary Lieutenant-Colonels): L. E. Barnett, T. 
Mill, and D. S. Wylie (N.Z.M.C.). 

Captains: T. McKibbin and H. Short (N.Z.M.C.). 

One sergeant-major of the New Zealand Medical Corps is also 
mentioned in the list. 


COMMENDATION OF NURSES. 
A long list of matrons, sisters, and nurses has been brought 
to the notice of the Secretary of State for War for valuable 
services rendered in connexion with the war. 


England and Wales. 


Tae number of lunatics (pauper, criminal, and private) 
for whose accommodation the London County Council was 
responsible on January Ist, 1917, was 19,791, as compared 
with. 20,902 on January Ist, 1916, and the total number of 
lunatics, including those in the Metropolitan Asylums 
Board’s institutions, in workhouses, and with relatives and 
friends, was 26,987 as compared with 28,261 a year earlier. 
During the last two years the total decrease has been 
1,676. 


Liverroot Royat INFIRMARY. 


The annual meeting of the Liverpool Royal Infirmary. 


was held. on March 2nd, under the presidency of Mr. 
Raiph Brocklebank. The annual report for 1916, pre- 
sented by Mr. Wade Deacon, chairman of the committee, 
siated that the number of in-patients admitted during 1916 
was 4,198, as compared with 4,328 in 1915. The out- 
patients numbered: 25,752 in 1916, as against 26,078 in 
1915. ‘These figures include soldiers and sailors for whom 
As was to 
be expected, the cost of maintenance increased consider- 
ably; it amounted to £23,880, exceeding by £2,101 that 
expended durixg 1915. This increase was largely due to the 
cost of provisions, which was £1,394 more in 1916 than in 
1915. It is gratifying to note that the ordinary receipts 
were £20,528, showing an actual increase of £1,420 over 
those in 1915. ‘The annual subscriptions had increased by 
£133 over those received in 1915. Lastly, the debit 
balance had been reduced and the debt to the bank was 
£7,278 17s. The committee had taken in hand the Food 
Controller's rationing scheme and was doing its best to 
remain with the limits. The infirmary authorities had 


taken the necessary steps to co-operate with the civic . 


authority in carrying out the regulations of the Local 
Government Board, July, 1916, for the effective treatment 
of vetiereal discases. In spite of the wa. ‘uany special 
gifts and donations had been receive. during the 
past year. Some of the medical staff and many nurses 
are engaged ia war work abroad and at home. An 
urgent necd is a now nurses’ home, and its erection 
vill be undertaken as soon as the country is at peace. 
As vegards the medical staff one change required more 
than passing notice. Mr. Thomas H. Bickerton had ten- 
dered his resignation of the post of ophthalmic surgeon, 
which he had held since 1887. During the thirty years 
tennve of this office the department for discases of the eye 


ENGLAND AND WALES. 


1, S. A. Smith, T. A. 
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ment for diseases of women it may be said that the other 
special departments were instituted after the eye depart- 

ment, and the satisfactory development of that department - 
paved the way for the completion of the Royal Infirmary - 
as a teaching institution. A unanimous resolution of - 
thanks was passed to Mr. Bickerton for his services, and 

im appreciation thereof he was appointed consulting - 


ophthalmic surgeon to the Royal Infirmary. 


Quasi-JupicraL Dicra, 
It is a pity that magistrates and coroners when acting in 


. their official capacity do not confine themselves to the 
facts before them, instead of indulging in statements 


sometimes in the nature of generalities which it would be 
difficult to substantiate, but to which a degree of quasi- 
judicial authority they do not inherently possess is given 
by the surroundings. The stipendiary magistrate at 
Merthyr, the other day, in hear.ng a case of alleged breach 
of the Control Board (Liquor) Order in which a certificate 
from a doctor was produced, purporting to show that 
whisky found on the girl accused was required by her 
mother for medicinal purposes. said- that doctors were 
much too ready to accommodate patients with certificates 
after an event. This was a sweeping statement wliich - 
seems to have gone far beyond any evidence arising in 
the case, and we submit ought not to have been made. 
Another example was afforded by some remarks made 
by the coroner for East Denbighshire, as reported in 
the Wrexham Advertiser on February 17th. An in- 
quest was held with regard to the death of a child, 
and the post-mortem examination showed that it was 
due to tuberculosis, the lungs being full of tubercle, but 
that the death had been accelerated by neglect. It was a 
case, therefore, in which medical treatment could do little 
or nothing. The doctor who went to the house in response 
to a call is reported to have refused to do anything because: 
he had not n paid for professional. services rendered 
three years ago. He pointed out that the child was 
seriously ill and told the mother to call im another doctor; 
but no very vigorous steps were taken to obtain the 
services of another practitioner, and the child died. The 
coroner correctly seid that medical practitioners could not 
be expected to continue time after time to attend patients 
without payment, but he went on'to make the statement 
that the Royal College of Physicians held it to be the duty 
of a physician, if he was called to a person seriously and 
dangerously ill,.to render such skill and aid as lay in his 
power, even if he had no reason to expect that he would 
be paid for his services. The jury do not seem to have, 
taken any notice of this statement, and, so far as we are 
aware, the College has not made any such general state- 
ment as the coroner attributed to it. It is the humane 
custom of members of the medical profession to, give their 
services where they can be of: any, avail in cases of 
emergency, but it is not a legal obligation, and this 
particular case does not appear to have been one of 
emergency in which medical treatment could have effected 
anything. 


Foop Controt In Poor Law. Institutions. 


The President of the Local Government Board has 


addressed a letter to boards of guardians directing them 


to revise existing dietary tables, 80 that they shall allow 


for an average consumption of flour, meat, and sugar 
which shall not be in excess of the Food Controller’s 
scale. The revision, which is to be made after the advice 
of the medical officer has been obtained, is to come into 
force not later than March 31st. It is stated that it would 
be possible for the guardians to make a selection from the 
lists of rations contained in Part IL of Schedule A of the 
Poor Law Institutions Order, which would lead to the 
consumption of smaller quantities of flour, meat, and 
sugar than those specified by the Food Controller; but it 
is recognized that a dietary so constructed would be unduly 
monotonous, and a list of alternative articles which may be 
substituted for flour, meat and sugar rocpocayey is 
appended to the circular. For 1 lb. of bread or # Ib. flour, 
} lb. barley, oatmeal, rice, sago, tapioca, maize meal 
(cornflour, etc.), or 5 oz. butter, margarine, or fai, may — 
be substituted, but these alternative articles must nek be’ 
used to replace more than three-fourths of the present’ 
daily allowance of bread. For 1 Ib. of meat (uncooked. 
without bone) 50z. of cheese, or 8 oz. of dry beans, léntils,- 


has boon sy. cmarically developed. Excluding the depart- | or peas, may be substituted, but such substitutes mast not 
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replace more than one-half of the meat rations rescribed 
for the minimum number of meat dinners. The use. of 


onions or other flavouring materials is authorized. . For. 


$Ib. sugar 1 Ib. treacle, syrup, or honey may be substituted. 


Tn the case of children the guardians are directed to con-. 
‘sult the medical officer with regard to the extent to which. 


suitable equivalents can be substituted for bread, the allow- 
ances of which are often in excess of the Food Controller's 
scale. The medical officer is solely responsible for the 
sick and infants, but the guardians are advised to draw his 
attention to the desirability of effecting any economies 


eompatible with the needs of the sick. The circular con-. 


eludes by pointing out that the requirements of the Food 
Controller apply to Poor Law officers in the same manner 
as to other members of the public. The adjustment is a 


matter for arrangement between the guardians and their 


officers, and Lord Rhondda expresses his confidence that 
the officers will 
alterations necessary in their rations. 


Scotland. 


CuraTIVE WORKSHOPS. 

On March 2nd King Manoel of Portugal, as representative 
of the British Red Cross Society, paid a private visit to 
the orthopaedic department of the 1st Scottish General 
Hospital at Oldmill, near Aberdeen. He was accompanied 
by Colonel Robert Jones, C.B., and Major Harold Stiles. 
The King and Colonel Jones expressed great satisfaction 
with the work being done in the carpenters’, blacksmiths’, 
shoemakers’, and trawl-net making workshops. A sum of 
£3,000 has already been collected for the department, but 
it is expected that for its full equipment a further sum of 
£2,000 will be required. ; 


WELFARE IN EpinBuRGH. 
Last July a very complete scheme of organization for 


child welfare in Edinburgh was prepared by Dr. Williamson, 


M.O.H. It was described in the JovrnaL at the. time 
(July 15th, p. 79), but was found to be too large to be 
carried out in the present time of stress. A modified 
scheme, approved by the Public Health Committee a 
couple of months ago, has now received the general 
approval of the town council. The cost has been 
reduced from £6,000 to £4,500, and a smaller number of 
dispensaries have been included. The present scheme 
arranges for two main centres with two superintendent 


nurses, and ten nurses. ‘The hospitals included in the’ 


scheme are the Royal Hospital for Sick Children, the 
Royal Maternity Hospital, the Deaconesses Hospital, and 


the Hospice in High Street; and three dispensaries—the: 


Cowgate, the New Town, and the Gorgie. The cost of 
day nurseries is put down at £100, of kindergartens at 
£250, and of play centres at £100. Mr. Young, the 
convener, said that all the medical authorities concerned 
with the care of mothers and children heartily ap- 

roved of the general outline of the scheme. It would 
involve the institutions concerned in extra work, which 
would have to be recognized by grants of money, but’ in 
many cases the extra work would fall on the senior con- 


sulting physicians and surgeons in the city, and would be 
done without any recognition. The proposal was merely 
to meet. the actual out of-pocket expenses for medicine, 


machinery, and the use of the premises. The committee 
was assured of the voluntary co-operation very largely of 
the medical men and medical women concerned in the 
working out of the scheme. The committee asked for the 
general approval of the town council so that it might proceed 
to settle the details. Before it could be put into operation 


the approval of the Local Government Board would be 


necessary, when 50 per cent. of the expenditure would be 
met from a Treasury grant. ret 
’ At the annual meeting of the Edinburgh Day Nurseries’ 
Association on March Ist, when Dr. T. G. Nasmyth was 
in the chair, it was réported that there had been 16,829 
attendances as compared with 12,782 in 1915. Only 
childzen of mothers who had to go out to work were 
received. In moving the adoption of the report, Dr. 
Maxwell Williamson said that but for the nurseries theso 
oung children would either have been locked up in the 
fone while their mothers were absent at werk, or would 


raise no difficulty as regards any 


have been handed over to neighbour women, themselveg, 


: probably with. too many children in proportion to their: — 


house space. The birth-rate was going down in an alarming. 
manner, while the decline in the death-rate of young. 
children was by no means satisfactory. Referring to the 
city child welfare scheme he sajd that preventive means, 
such as_ kindergartens, open-alr playgrounds, and. day, 
nurseries, had-been put in the forefront, and he hoped that, 
each church would undertake to establish onc or other. << 


Tur Locat Government Boarp anp Poor Law 
Tue Local Government Board (Ireland) has written to the 
Dunshaughlin Board of Guardians refusing to sanction ga: 
war bonus granted by the guardians to their Poor Law. 
medical officers. .The Board stated that, in the. civil 
service the system of war bonuses was designed to apply 
to officers with less than £3 a week, and does not 
therefore apply to medical officers whose income exceeds 
that sum, and who might reasonably be expected to bear . 
their shares in the burthens of the present time. The 
Board stated further that the Dunshaughlin Poor Law. 
medical officers are in receipt of salaries on improved 
graded scales. 
The decision of the Local Government Board has caviséd 
much disappointment and dissatisfaction among Irish Poor’, 
Law medical officers. Their salaries in ordinary times did 
not cover the working expenses of their very extensive’ 
districts, in which more than half the population is treated 
free under tlie Medical Charities Acts. Tle improvement 
under the graded scale of salaries referred to by the Local 
Government Board is only nominal. In many cases the 
adoption of a graded scale of salaries means an immediate’ 
increase to each Poor Law medical officer only of 7s. 6d."a' 
week, followed, after every three or five years of approved 
service, by an increase of 2s. a week, until a maximum is’ 
reached of £150 or £160 a year. 
Law medical officers have to discharge the duties in dis-. 


pensary areas of twelve to fifteen miles square, and in — 


most of these districts there is very frequently little 
private practice with which they can hope to supplement. 
their official salaries. 
The Local Government Board has written ‘also to thé 
Waterford Board of Guardians regarding the appointment 
of Dr. V. J. White as temporary medical officer of the’ 
Waterford No. 1 Dispensary District during the illness of’ 
Dr. Kelleher at the proposed fee of 
Local Government Board stated that it considered that, 


£4 4s.a week would afford Dr. White reasonable remunera-* _ 


tion for his services, and suggested that the guardians 
should press Dr. White to accept payment at that raté.: 
Before the war £4 4s. was a very moderate remuneration’ 


for such alarge and populous dispensary district as: - 
the Waterford No. 1, and now that money is not equal to: | 
half its old purchasing value, it is impossible for a medicat — 


officer to discharge efficiently his onerous duties at the old. 
rate of remuneration. Since the Local Government: 
Board is impotent to compel boards of guardians to give 
adequate remuneration to their Poor Law medical officers, 
it ought the more freely sanction the reasonable remunera: 
tion offered by those boards of guardians who realize that: 
medical work cannot be efficiently done without paying a) 
remuneration that has some direct relation to the present: 


enormous cost of living. 


Infant Ar Soctery. 

The report presented to the annual meeting of the- 
Infant Aid Society stated that during the year 1916 
3,760 cases were reported to the committee, the voluntary 
visitors paid 13,576 visits, and to alleviate the distress _ 


arising from the increased cost of living milk, bread, ~ 


clothing, dinner, and coal tickets were distributed to the’ 
value of £516. The milk alone cost £438. The articles 
of clothing distributed amounted to 1,874. ‘The society . 


acknowledged the generous co-operation of the Temple’ | 


Street, Coombe, and Holles Street Hospitals. ‘The death-” 
rate among the infants under the supervision of the 
visitors had declined considerably. . 


For this salary Poor’ - 


£1 ls. a day. The: § 
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Correspondence. 


THE OLDEST AGE OF PARTURITION. 
 $m,—I wish to establish, if possible, as a fact whether 
there is or is not a case of ‘a woman aged 48 or over 
‘having a living or viable child,” recorded on evidence other 
‘than the mere ipsa dixit of the woman as to her age. 
‘Might I enlist the assistance of your readers to enable me 
‘to settle the point by reporting to me any cases within 
‘their knowledge ? ; 

I am of course aware that there are a good many 
‘reported on the evidence of the mere statement of the 
woman that she was 48 or older; but, as the Registration 
of Births Act is now over fifty years old, it should be 
possible to get the date of parturition and the date of the 
mother’s birth both Officially recorded, and it is cases 
of this nature I amranxious to obtain for a forthcoming 
edition of Taylor’s Medical Jurisprudence.—I am, etc., 

, London, W., March 2nd. ; Frep. J. SMirH. 


THE PROPHYLAXIS OF VENEREAL DISEASES. 
‘ $1r,—There are two occasional concomitants of illicit 
‘sexual intercourse, one pathological, the other physio- 
Jogical, but both feared. One is venereal disease, the 
‘other pregnancy. ‘The male sex is cxempt from the 
‘possibility of the one (pregnancy) and can also to 
‘a considerable extent be protected from the other 
“(venereal disease), while the female is liable to the one, 
‘commits a crime if she attempts to obviate the conse- 
‘quences of her moral “slip” by abortion, and cannot 
‘adequately’ secure any prophylaxis as regards disease. 
‘Evidently this presses hard on the woman. Still, if it 
‘were possible to prevent venereal disease in men who 
expose themselves to it women would also escape the 
‘vicious circle. 

In every contagious disease, even if prophylaxis is 
‘possible, medical men aim at reducing the number of 
‘possible contacts. M. is vaccinated, but that is not suffi- 
‘cient reason for permitting him to visit a small-pox 
‘hospital unless required to do so by duty. N. has received 


‘antityphoid inoculation, but should avoid unboiled tainted : 


water. ‘Tho analogy is imperfect but suggestive. One 
‘difference is that in the above cases prophylaxis should 
have produced temporary immunity. In venereal prophy- 
laxis there is nothing of the kind. It is more analogous 
to the offort of the surgeon to sterilize with antiseptics 
a surface previously exposed to infection, or to a surgeon 
‘performing tracheotomy for diphtheria who has some 
mucus coughed into his eye, and completes the operation, 
then washes, and attempts to disinfect his eye. _ 
- Can prophylactic remedies for venereal diseases be 
applied all round, and uponall occasions? Given the con- 
‘ditions, say, of a ship arriving at port with a zealous 
‘médical officer and suitable medicines, it would appear 
possible to instruct the crew and to prevent disease in a 
a proportion. But if by such occasional prophylaxis 
a habit of sexual indulgence is fostered, are not contacts 
- ynultiplied and social conditions prodaced which make for 
increased disease? 
Then, too, there is the civil population ; who undertakes 
their prophylactic treatment? How about the shame- 
faced dads fed astray after an extra glass by sirens and 
ortunities ? Who will safeguard these against disease ? 
l agree with Lieutenant Colonel Cathcart that “ physio- 


logical law is transgressed by solitary vice, by prostitu- 


tion, by checks to conception,” and the list of sexual trans- 

gressions might be lengthened out, and includes marital 

excesses. The moral law is physiological law.—I am, etc., 
March Ist. A. NEVE, F.R.C.S.E. 


’ $rr,—-1. Prostitution is not at the present time a crime 
at common law. The statute law on the subject is all 
recent, and is directed against the keepers of disorderly 
houses, offenders against public decency, procurers, and 
such like, not against prostitutes, or those who frequent 
them. (In some jurisdictions it has been a crime—for 
example, in the ancient “court Christian,” and may be so 
‘again. 

©. Nie. Elliot’s unfortunate allusion to the supposed trustee- 
ship of the medical profession for the public is nousense in 
* ecquity, Let him, or any one else, read Underhill’s Trusts 


and Trustees. A trustee is merely the logal owner of the 


legal estate in property, and is bound to hand oyer to 
his cestut que trust, or ficiary, the whole of the rents, 
profits, and interest produced by the property, and at the 
expiration of the trust the corpus, or property itself; for 
the beneficiary is, and always: has been,: the equitable 
owner of the equitable estate. ‘To say that medical men 
have no real interest in their long and slowly-learnt 
knowledge, and are mere channel pipes to convey it to 
Mr. Elliot and the public is nonsense, and shows how 
— it is to use legal metaphors—if you know 
no law. Of 
3. Surely the prophylaxis of syphilis can be put in a 
syllogism and left there. (1) Major premiss: Prevention 
is better than cure. (2) Minor: It is our duty to cure 
syphilis. (3) Much more, therefore, is it our duty to 
prevent it, and no religious person who recalls the part 
taken by his Master in curing disease will care to deny 
Ido not sign my name, being quite unknown to fame, 
but I have taken Honours in Theology and M.B.Oxon., and 
Iam also a member of the Bar.—I am, ete., : 
. A Mepico-Leeat D.P.H. 


Sm,—yYour columns in the course of the last three or 
four weeks have contained something‘in the nature of a 
symposium on the above subject, and it is evident that 
interest in the matter is not confined to the exclusively 
medical standpoint. -I shall be grateful if you can’ grant 
space for a few further remarks suggested to me by some 
of the statements that have been made. . 

Mr. Hugh Elliot’s interesting letter of February 5th has 


‘already received direct. notice by -yotirself© of one point 


raised by him, but I should like to say that. Mr. Biliot 
translated my letter too freely when he said that. my - 
argument amounts in effects to this: “ We are in a position 
to furnish you with a simple formula which will- protect 
you effectively against the infection of syphilis. But, if 
you do that sort of thing we are not sure that you don’t 
deserve to get syphilis; we know, indeed, that men and 
women will continue to do that sort of thing; very well, 
they, shall continue to have syphilis.” I'am not of theso 
opinions, and my letter contained no such reasonings. ~* 
From his letter of February 5th, followed by that of 
February 18th, it would seem that Mr. Elliot believes that 
the medical profession is in possession of a simple, effective, 
and infallible formula against the infection of syphilis, and 
he waxes indignant at the thought that the public should 
not immediately have the benefit of this. I am not aware 
that the profession does possess such a certain preventiyo — 
of syphilitic infection, and I am quite sure that scientific 
demonstration in the laboratory of the existence of such a 
specific remedy is no guarantee that its general use by the 
public on the lines so urgently called for by Mr. Blliot. 
would be effectual. Alcoholic intoxication can be elimi- 
nated from the laboratory or hospital clinic, but if Si 
Bryan Donkin and Mr. Elliot leave aleohol out of their 
scheme of scientific prophylaxis they will be disappointed 
In his second Ictter Mr. Elliot offers some reflections 
and speculations on mediaeval moralists, the belief in ‘a 


hell, ete., and it is interesting to find that, though he 


thinks their mediaeval doctrines were barbarous, and is 


not sure about the cxistence of a hell, he has no donbt 


about the existence of a twentieth century devil, who, 
pos Satan of old, goeth about secking whom he may 

vour. 

“While I am in full sympathy with Mr. Elliot im his con- 
suming desire to see the curse of syphilis and other 
venereal diseases abated and abolished, I think he is mis- 
taken in his selection and limitation of the means to be 
employed, and the law of continuity in human expe ience 
and progress deters me from looking for a sudden and 
complete transformation such as he seems to think. 
possible. It seems to me that we shall not be rid of this 
evil in a day or generation, and medical science alone will 


not accomplish the work. : 

I regret I have not seen a fuller report of Dr. Otto 
May’s remarks on the occasion of Dr. Macalister’s lecture 
than appeared in your columns of February 10th, but from 
that report Iam unable to agree with Sir Bryan Donkin 
when he says that Dr. Otto May urged that the question 
of prevention was a. purely medical one. Dr. Otto May is 
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reported to have said that he acknowledged that education 


was a most important factor. in preventive treatment. 


Does Sir Bryan Donkin himself still maintain that the 
subject is essentially and exclusively medical? Will he 
not admit the importance of such social and legislative 
measures as are comprehended in the appeal for tem- 
perance, the need for better housing, the control and 
segregation of the mentally deficient, and the recent 


Criminal Law Amcndment Bill introduced by the Home> 


‘Secretary, into all of which the moral factor enters ? 
_ .I should like to state my adherence to the view stated 
by Mr. C. W. Cathcart, and to urge that we should, as 
‘medical men, consider this matter on broad lines and take 
‘long views, while employing to the uttermost all that 
‘medical science provides us with in the way of preventive 
and curative treatment.—Iam,cte, 
Inverness, Feb. 27th. T. C. Mackenzix. 


S1r,—In an article under this heading (British MENICAL 


‘JourNat, February 10th) it is stated that “the question - 


‘which is most exercising the medical profession at the 
present time” is whether a medical: man should “ tell an 
inquirer how-he may expose himself to infection without 


_xisk, or with greatly diminished risk, of contracting it.” 


‘Now; although a medical man cannot tell any one how to 
‘expose himself without risk, he can tell him how to 
diminish risk. And I venture to suggest that any medical 
‘man who may be in doubt would probably not find it very 
‘difficult to answer your question if he would simply ask 
chimself this question : 

If any man by any chance be exposed to infection of 
-any kind, is it better for the common weal that he should 
become infected or that he should escape infection ?— 
Ian, etc., 


- London, W., March 3rd. ArtuuR Cooper. 


‘THE EFFECTS OF CINEMATOGRAPH DISPLAYS 
_-- UPON THE EYES OF CHILDREN. 
S1r,—It is not that the cinema displays cause actual 


‘loss of vision, so much as the fact that the glare, flicker, . 


‘and unhygienic surroundings are bad for onc’s eyes and 
‘cause fatigue—a point on which Mr. Harman is insistent. 
A child, or adult, with slight or no symptoms of eyestrain 
under good conditions, may develop headaches, blurred 
‘vision and other symptoms of eyestrain at a cinema, if 
‘they have some small error of refraction. Such errors, 
-which may have been latent as regards symptoms, now 
cause fatigue, with the result that the child may not be 
able to pass a standard test till such effects have worn off. 
‘A person in good health and not bodily fatigued may have 
‘normal vision with a small error of refraction; if he is 
‘tired or in ill health, the same error may only allow him 
“to get two-thirds or a half of full vision under the same 


‘conditions of lighting. Environment undoubtedly plays a 


rt. in rendering errors of refraction evident to the patient, 


‘although I must admit that, when in practice in the’ 


country, I saw agricultural labourers who were short- . 


‘sighted, in spite of the fact that they used their eyes little 


- for near work; tlie refractive errors I found were tl:e 


‘same as one finds in town. Recently I saw a girl of 7 
‘with six dioptres of myopia. She was in perfect health 
‘bodily, and her, parents were emmetropic. She had only 
just commenced school and lived in the outskirts of 
London under the-best circumstances, so that her error 
could not be accounted for either on the grounds of heredity 


London, W., March 6th. Sypvey Trees. 


S1r,—My thanks are due to Dr. J. A. Wilson for drawin 


which left the meaning intended to be conveyed obscure. 
The clinic at which the school children under observa- 
i tion attend is held at the Belgrave Hospital for Children; 
‘it has been under my personal supervision for the past 
‘fifteen years. It is situated in a good quarter of London, 
‘the housing is good, there is no overcrowding ; the parents 
‘of the children are of the artisan class, they feed and 


‘clothe their children well. ‘ Cleanliness is ‘above the 


‘standard of London school children, and that standard is 
‘becoming progressively higher with the continued action 
of school medical inspection, nursing supervision, and 
cleansing. The health of the childcen has not detériorated 


During the last three years it has been noticed that ay ; 


I am, etc., 
London, W.,. March 3rd. 


THOMAS SEYMOUR ‘LUKE, M.A., M.B., B.Cu.Oxox,, 


RESIDENT PHYSICIAN AT CHISWICK HOUSE; LECTURER AND CLINICAL ; 


INSTRUCTOR ON INSANITY TO ST. GEORGE'S HOSPITAL. 
WE regret to announce the death, on February 23rd, after 
a short attack of pneumonia, of Thomas Seymour Tuke, 
resident physician at Chiswick House, Chiswick, and 
lecturer and clinical instructor on insanity to St. George’s 
Hospital. Born in 1856, he was descended from a medical 
family, his grandfather being Dr. John Conolly of Han. 
well, and his father Dr. Harrington Tuke of the Manor 
House, Chiswick. He was educated at St. Paul’s School 
under Dr. Kynaston, and went with a scholarship to 
Brasenose College, Oxford, where he graduated B.A. in due 


course. He received his medical training at St. George's 
and the London Hospitals, becoming M.R.C.S. in 1885. He. 


graduated M.A., M.B,, B.Ch.Oxon. in 1890. 


For some time he assisted his father at the Manor ~ 


House, Chiswick, and on the latter's decease he joined his 
brother in partnership in carrying on the institution. The 


asylum was moved to Chiswick House in 1894, and he was: 


co-licensee and resident physician there until his death, 
Chiswick House was the “villa” of the Earl of Burlington. 


It is surrounded by spacious and beautiful grounds, and 


was a ducal and at one time a royal residence. 


Dr. Tuke was a member of the British Medical Associa: _ 


tion, and in 1900 was president of its Thames Valley 
Branch. He was a Fellow of the Royal Society of 
Medicine, and of the Medical Society. of London, and a 
member .of the Harveian and West London Medico- 
Chirurgical . Socicties. He contributed papers on the 
subject of insanity and its treatment to various medical 
journals. He was lecturer and clinical instructor on 
insanity at and a governor of 3t. George’s Hospital, and 
regularly held clinical classes at the Hanwell Asylum. 

In 1890 he married the second daughter of the late Dr. 
Graily Hewitt, and two children were born to them. His 
daughter survives him, but he had the great sorrow of 


losing his only son, who, on leaving University College, . 


Oxford, took a commission in the Northumberland 


Fusiliers, and was killed in action near Ypres early in 


the war. 
Dr. 'Fuke was fond of all outdoor: sports; he was a good 
horseman, and in holiday seasons: he delighted to hunt on 


Exmoor. .He was an excellent cricketer, a member of the — 


M.C.C. and Incogniti Clubs, and frequently played in the 
cricket. matches at Chiswick House. 
Volunteer Emergency Corps on its formation;. in -the 


Chiswick corps, now the 4th Battalion of the Middlesex § 


Volunteer Regiment, he became a sergeant, and took the 


of the corps. He was an excellent marksman. 
For fourteen years he was churchwarden of Chiswick 


| Parish Church, holding the office at the time of his death. 


And here again he threw himself whole-heartedly into his 
duties. His life was marked by a singular cheerfulness 
and sympathy. He had the gift of so. entering into the 
personality of those with whom he came in contact, rich 
and poor alike, that they trusted him and loved him. 
Always courteous, always patient, always generous, always 
loyal and affectionate .to his. friends, his character is 
best summed up.as that of a Christian gentleman. _. 


Sir H. Savacr, M.D:, F.R.C.P., writes; Dr. 
Scynroar Tuke, after leaving Oxford, became a student of 


N. Brsoor Harman, > 


Obituary. 


He_ joined - the 


g | keenest interest i ting the well-bei oi a 
_ attention to an omission in my paper of February 17th senest inferest in promoting the well-being and efficientyayy 


‘ser 

| increasing number of children attend the clinic for defeg. 
tive vision whése eyes, on objective examination, arg 
ee found to be normal. In earlier years the number of sueh 
re cases was small by comparison. Inquiry on the school © 
age | side shows no change in the standard of vision demanded, 
| No plausible explanation of the occurrence could be foung 
eo i other than a growing indulgence in attendance at the 
cinematograph halls, which abound in the 
ee a | Inquiry shows that, during the winter months especially, 7 
parents secure a peaceful half-holiday for themselves by 
oe | at giving coppers to their children and dispatching them to 

oo ie the cinematograph hall. Cause and effect may be difficult 9 
or impossible to prove, but the connexion is suggestive — 

| 
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— 

| 

‘ 

| 

| 

} 

| 

| 
— 
— 

| 

— 


‘great amount of personal communication with them, and. 
‘that ordinary nursing homes, or lay komes, im which 


‘his loss, 
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OBITUARY, 


"Brother at the Manof ‘House, Chiswiek, ‘and: later moved || 
‘with him to Chiswick House, Chiswick, where he 


~ex-licensee and resident physician. Dr. Tuke was the son: 
ra leading alienist pliysician, and was the grandson of 


“Dr. John Conolly, who introduced into England the 
humane “non-restraint ” system at Hanwell in 1639. 


He was from his earliest years impressed with the need | 


“ot personal rather than drug treatment of the insane. He 


also felt that to understand the insane you must have a. 
th them, and. 


there was no one with special exper‘ence would lead to 
‘the old scandals, and the detention of incurable patients in 
‘unsuitable homes. 

_ He did but little medical writing, but he was a sound | 


- and able adviser in cases of mental disorder, and was quite 


alive to advancing knowledge and treatment. His per- 

sonal tact with patients led to their looking upon him as: 
‘a trusted friend even more than a doctor. Kind sympathy 
and tact were ever at the command of sufferers, and his’ 
loss will be widely felt. 


A. writes: By. the death of Dr. T. Seymour Toke, 


‘Freemasonry has lost a truly good and faithful.“ Brother.” | 


_ (He was ‘initiated into the craft in the.“ Apollo Lodge” in |. 
_ dpis Oxford days,-and was one of the founders of the. 


“ Cavendish Lodge,” No. 2620, in 1896. He worthily filled | 
the various offices of that Lodge, and in 1904 became its: 


_ Worshipful Master, carrying out the duties of the. chair 


in. a most exemplary manner. 1900 he joined the: 


Cavendish Chapter, becoming its first Principal in~1909, 


He was also a- founder and Past Master of the Cheselden 


anit Gunnersbury Lodge, equally endearing himself to the 


. Brethren by his charming personality, his conscientious and 


able work. His numerous Masonic friends will ever deplore 


HORACE BENGE DOBELL, M.D.Sr.Ayp.,— 


08" CONSULTING PHYSICIAN, ROYAL HOSPITAL FOR DISEASES OF 


Horace Bence Dose. died at his residence, Parkstone 


-’ Heights, Dorset, on February 22nd, in his 90th year. At. 


his death he was the senior meiuber of the Royal College 


of Physicians, London, and Consulting Physician to the 


‘Royal Hospital for Diseases of the Chest. 


-. He was the third child of Mr. John Dobell, and younger 
‘brother of Sydney Dobell, the poet. _He was a repre-— 
~“gentative of an ancient Sussex family which formerly had . 


its seat at Stréate-place. He was born in the City of 


London on January Ist, 1828, and received his arly 


education at home. In 1842 he was articled as a pupil to- 


- one paper Ke cistinguished and named the affection “ post- 
-fasal Gatarrh,” and in another discussed the class of 


the. late Mr. Edward Ficker, F.R.C.S., a well known | 


Cheltenham surgeon. 
In 1845 he entered St. Bartholomew's Hospital, and | 
early took a great interest in the Abernethian Society. In 


- Medical literature most needed at that time, which, after 


its publication in the Medical Gazette of 1851, attracted — 
aah attention. He gained prizes in surgery and forensic 


'- medicine. and. the Bentley prize. He took the diploma of 


M.R.C.S. in 1849, at the age of 21, and after a short period 
in general practice he graduated M.D.St. Andrews in 1856, 

became a member of the Royal College of Physicians 
in the same year. He was an indefatigable writer and 
inventor. - In 1857 he devised an instrument for the micro- 


‘-scopical examination of the blood, and in the followin 


year published a book on physical diagnosis of diseases 0 
the chest, which materially aided in the appreciation of 
the connexion between physical science and structural 
changes. He was elected physician to the Royal Hospital 


‘for Diseases. of the Chest in. 1859, and in 1861 delivered 


Health, first 
edition’ in’ I 
edition of which appeared two nionths after the first. 


- a course of lectures there on gre and vestiges of disease 


afterwards published in a Among his most successful 
ks were those on Diet.and Regimen in Sickness'‘and 
ublished in 1864, which reached a seventh 
; and liis book on tuberculosis, a second 


In 1863 Dr. Dobell wrote on the usé of predigestive 
foods in wasting disease in tle form of .pancreatized: fat, 
afterwards called “pancreatic emulsion.” The idea of 


-,, Submitting foods to the influence of the digestive juices 


George’s Hospital. and the London. ‘He. took the | was satisfactorily carried into hinvin.-the form — 
ical degrees. at Oxford, and joined his. |-of this pancreatized fat: at the. Royal Hospital for Diseases 


the Lancet-in-1864, 1865; 1866; -and- 

The year 1869 saw the appearance of the first \olume 
of Dr. I's Réports on the’ Progress of Practicul and 
Scientific Medicine in Different ‘Parts of the World, 
which was followed by a second volume in 1870. This 
work consisted of a series of original and indepen: ent 
_reports. by local practitioners of repute on the existing « on- 
dition and recent progress of all parts of the healing art n 
every division of the globe. In 1872 he published a bok 
on the heart in which he called attention to two facts of 
‘clinical importance—first, the connexion between certain 
throat symptoms and diseases of the heart, and, secondly, 
gave an explanation of clubbing of the finger ends. 
1875—-the year in which ho resigned the office of physician 
to the Royal Hospital for Diseases of the Chest—he began 
the publication of reports on diseases of the chest and 
continued them for two years. In 1878 appeared his book 
on Loss of Weight, Blood. Spitting, and: Lung : Disease, 
~which Sir Thomas Watson described as a storehouse of 
‘instruction. It embodied such parts of his earlier publica- 
tions on ‘tuberculosis as he wished to reproduce. It was 
a minute and laborious study of phthisis from the 
standpoint, and. a second: edition ‘called for 
ia 


In 1880 Dr. Dobell;;who was well acquainted with the 
healthful nature of -the-climate: of Bournemouth, pr 
to the local practitioners that they should establish there 
system of medical treatment essentially similar to that 
known in Auvergne under the name of the Mont: Dore 
cure,- and submitting his reasons for thinking that the 
system might be carried on at Bournemouth even more 
successfully than at Mont Dore: Under the direction of a 
‘public company established to carry ont Dr. Dobell’s 
suggestions, a palatial building was completed from his 
plans and with his advice in 1885- and. started in full 
working order. There can be no doubt that the system of 
treatment carried out at the Mont Dore of Bournemouth, 
‘combining, as it does, under singularly favourable condi- 
tions, most potent and approved therapeutic measures, 
places at the command of the medical profession a most 
complete combination of the resources of enlightened 
modern medical treatment. ~ res 

In 1882 the death of their second daughter induced Dr. 
and Mrs. Dobell to leave London and to settle in Bourne- 
mouth where Dr. Dobeli practised as a consulting physician 
for many years. Among his patiénts during this period was 
Robert Louis Stevenson. After settling in Bournemouth, Dr. 
Dobell published two works—one a treatise, illustrated b 
his own pencil, on the medical aspects of n 
and its surroundings, the other on Asthma: 


tts Nature 


In 1892 he retired and built for himself.a lovely mansion’ 


on the high lands at Parkstone- commanding magnificent 
views of Poole Harbour, Swanage, - Purbeck ints. and the 


| English Channel. Here he resided: in strict retirement 


In 1849 Dr. Dobell. married Elizabeth Fordham 
of Odsey House, Cambs., who died im 1908. There were 


three daughters, two of whom survive. His family are = 


long lived, and he is survived by five brothers and sisters, 
and was in ft 
his death. 


Wipespreap sorrow has been. caused by the unexpected. 


death, on February 3rd, of Ur. Ropgrt Bruce, of Milford: 
én-Sea, Hampshire. 
London School and ‘St: Bartholomew's ital ; he took 
the diploma of L.S.A. in 1875; that of M-R.C.S.Eng. in 
1876, and that of D.P.H.Camb. in 1881. After serving for 
a time as house-sutgeon to thé Borough Hospital, Birken- 
head, he succeeded his father in“ practice im Old Street, 
St. Luke’s, and contihued to practice there and in Fins- 
bury—becoming district surgeon to the City of London 
Lying-in Hospital-—until 1890, when, for the benefit of his 


six years of his practice there he showed. great, interest 

pa ic works. It was_on his initiative.that the cottage 
hospital was built. by the late Mr, Talbot Agar. He was 
one of the chief promoters of the: public water supply; 
was @ founder of the village elub,-and an indefatigable 
honorary secretary of the horticultural association. He 


wife’s health, he removed to Milford. During the noone : 


full possession of all his faculties té tlie day of © = * 


He was educated at the City of 
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was surgeon in charge of the troops at Hurst Castle, and 
the arduous work he did in that capacity since the war 
began is believed to have overstrained his powers. 


Serbices. 


INDIAN MEDICAL SERVICE. 
ACCELERATED PROMOTION. : 

PENDING the resumption of normal conditions, the followin 

rules will govern the claims officers of the Indian Medica 

Service to accelerated promotion : F 
1. Officers who prior to the declaration of the war qualified in 
for accelerated promotion, but owing to the war have nct 

nm able qualify fully, and those who at the commencemen 
of the war were on study leave and were recalled to duty before 
completing their study leave, shall receive accelerated promo- 
all its attendant advantages, that is, as regards pay | 

an ition. 

2. In the case of all other officers, the period within which : 
they are required to qualify for accelerated promotion (that is, 
while in the rank of Captain or within four years of their pro- 
motion to the.rank of Major) shall be extended by a period 
equivalent to the duration of: the war. 
within the latter period shall receive exactly the same con- 
cessions as if they had qualified within the prescribed time. 


Wniversities and Colleges. 


UNIVERSITY OF LONDON. 
UNIVERSITY COLLEGE. 
A COURSE of lectures on psychology in relation to the war will 
be given on Wednesdays, at 5.30 p.m., during the second term 
by Drs. Scripture and Ernest Jones, and in the third term by 
fessor Percy Nunn and Mr. C. Burt, M.A. 


MILITARY EDUCATION COMMITTEE. 

The Military Education Committee of the University of 
London, in presenting its eighth annual report, states that new 
and important duties had been assigned to it in regard to the 
supply of officers for the army. During the training year 
ending September 30th, 1916, the number of cadets was 2,077, as 
compared with 2,209 in the previous year; of these, 740 were 
‘medical, 101 medical cadets received commissions, and of the 
256 infantry cadets who received commissicns 25 were medical 
students. The medical unit was encamped for its annual 
training during the summer vacation at the R.A.M.C. training 
centre at Codford, Salisbury Plain, 7 officers and 333 cadets 
attended, and the training was carried out with companies of 
the regular R.A.M.C. The King has written a letter expressing 
his gratification at the fine record of service rendered by the 
‘University of London Officers’ Training Corps during the war, 
and added that as Colonel in-Chief of the Officers’ Training 
Corps he-had noticed with pleasure the smart and soldierly 
bearing of the officers and men on parade when a guard of 
honour was furnished by the University of London contingent 
at the opening of -the School of Oriental Studies. : 


“Medical Aetus, 


Dr. H. M. FERNANDO has been appointed an unofficial 
member of the Legislative Council of Ceylon. ; 

AT the instance of the Charity Organization Society, 
Dr. F. N. K. Menzies, principal assistant medical officer, 
London County Council, will give an address on the 
prevention of consumption, at the invi ation of Lady 
Glenconner, at 34, Queen Anne’s Gate, 8.W., on March 
21st, at 3.30 p.m. 

A READING from Sir Ronald Ross’s poems will take 

lace on March 23rd, at 3 p.m., at the house of Sir 

illiam Lever on Hampstead Heath. Sir Herbert Warren, 
professor of poetry at Oxford, will preside, and among the 


readings will be some from a suite of war verses now being || 


published in the Poetry Review. 

AT the twelfth annual meeting of the Association for 
Promoting the Training and Supply of Midwives, when 
Dr. A. P_ Luff, Major R.A.M.C.(T.) will preside, Dr. George 
Reid, county medical officer, Staffordshire, will give a 
short address on midwifery and Government subsidies. 
The meeting, by kind permission of Mrs. Luff, will be 
held at 9, Queen Anne Street, W., on Thursday, March 

22nd, at 3.30 p.m. 
- THE Child Study Society has arranged a course of 
lectures on Thursdays in March on vocational education. 
The first lecture was given on March 8th. A discussion on 
welfare work with young employees will be held on Thurs- 
day, April 19th, Particulars can be obtained from the 
Honorary Secretary at the Royal Sanitary Institute, 
90, Buckingham Palace Road. 


Officers qualifying | 


Letters, Notes, and Ansivers, 


AvrHons desiring reprints of their articles published in the Barrigg 
MEDICAL JOURNAL are requested to communicate with the Office, 
429, Strand, W.C.. on receipt of proof. 


THE telegraphic addresses of the British AssocraTiow 
and Jour.au ‘are: (1) EDITOR of the British 

_ JOURNAL, Aitiology, Westrand, London; telephone, 2631, Gerrard, 
(2) FINANCIAL SECRETARY AND BUSINESS MANAGER (Advyer. 
tisements, etc.), Articulate, Westrand, London; telephone, 2639, 
Gerrard. (3) MEDICAL SECRETARY, Medisecra, Westrand, 
London; telephone, 2634, Gerrard. The address of the Irish Office 
~ = British Medical Association is 16, South Frederick Street, 
ublin. e 


ss" Queries, answers, and communications relating to subjects 
to which special departments of the BRITISH MEDICAL JOURNAL 
are devoted will be found under their respective headings. 


Pupic NERVE ANAESTHESIA. 

WE are now able to refer some correspondents who made in. 
arter about writings on pudic nerve anaesthesia to the 
lournal of the American Medical Association, August 6th, 1910, 


p. 544. 
GOLDEN SYRUP. 
M.D.— According. to. Hutchison (vod and the Principles of 
Dietetics, fourth edition, 1916), treacle, molasses, and golden 
syrup are produced as by-products in the manufacture of 
crystallized sugar. Their syrupy consistency is in part due 
to the fact that the impurities which they contain prevent the 
cane sugar from ene and partly to their being fairly 
rich in uncrystallizable fruit sugar. The quantities of cane 
sugar in molasses, treacle, and golden syrup respectively are 
47.0, 32.5, and 39.0, and of fruit sugar 20.4, 37.29 and 33.0. The 
presence of starch glucose in golden syrup is, we understand, 
considered to constitute adulteration. 


LATIN ON THE MEDICAL CURRICULUM ABROAD. 

A TEACHER.—A baccalaureate course of secondary instruction 
in addition to a certificate covering the study of physics, 
chemistry, and biology, issued by the faculty of science, con- - 
stitutes the basis of medical education in France. The 
reforms of 1902 established complete equality in the bacca- 
laureate course as a classics, science, mo:lern languages, 
and mathematics. four years primary course constitutes 
the uniform basis; seven years of secondary instruction 
follow, divided into two parts, extending respectively over 
four and three years. In the former the student may choose 
between the classics, with or without Greek, and a modern 
course largely scientific; in the second he may take one of 
four groups—the classical languages, Latin and modern 
languages, Latin and science, modern languages and sciehce, 
History, geography, and mathematics are included in all the 
groups. ‘The German programme allows the student to 
choose between classics and modern subjects. The re 
ments for admission to and graduation at colleges holding 
membership in the Association of American Medical Colleges 
include one foreign language in addition to English, mathe- 
matics and history. Among elective subjects, in addition to 
further work. in English language and literature, are addi- 
tional foreign a among which Latin-is named, with 
German, Italian, French, Spanish, or Greek, as alternatives. 


LETTERS, NOTES, ETC. 


WASTE OF MEDICAL TIME AT ASSIZES. 
A PoLick SuRGEON writes: Can nothing be done to induce 
the judges at assizes and —_ court trials to give pre- 
ference to those cases in which medical men appear as 
witnesses? The last assizes court I attended I had to leave my 
work and travel to the county town, some sixteen miles 
away, each day from the Monday to the Friday. I had to 
moon about the court each day in case the order of hearing 
the cases was rearranged. It was only late on the afternoon 
of the Friday that my case was taken. The Thursdayand half 
of Friday was occupied by a discussion as to which of two 
accused men had stolen a horse and cart. I think that at a 
time like this a little more consideration might be shown for 
hard-worked general practitioners in this matter. 


SCALE OF CHARGES FOR ADVERTISEMENTS IN THE 
BRITISH MEDICAL JOURNAL. 


£ 8s. d. 
Seven lines and under tee 0 50 
Each additional line 0 08 
Awhkolecolumn _.. « 310 0 
A page 10 0 0 


An average line contains six words, ; 
All remittances by Post Office Orders must be made payable to 
the British Medical Association at the General Post Office, London. _ 
No responsibility will be accepted for any such remittance not so 

safeguarded. . 

Advertisements should be deliyered, addressed to the Manager, 
429, Stranv, London, not later than the first poston Wednesday morning 
preceding publication, and, if not paid for at the time, should be - 
accompanied by a reference. 

NoTe.—It is against the rules of the Post Office to receive poste 
restante letters addressed either in initials or numbers. ’ 
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